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(os quite recently the regulation 


of swimming pools generally re- 
ceived very little attention from health 
departments, either state or municipal. 
Many pools, where insufficient funds 
handicapped them, were built without 
any designing, and were constructed as 
a concrete tank to be operated on the 
fill and draw” principle. A small 
amount of fresh water was added 
daily, and occasionally the pool was 
emptied, scrubbed and refilled. 
Recently a number of cities have 
taken an active interest in the proper 
operation of their swimming pools. 
[here has been a more or less scientific 
development and a more exacting con- 
trol of the operation of the pools in 
these cities. The possibility of trans- 
mission of disease in swimming pools 
did not seem to arouse much attention 
until the early part of the 20th century. 
in 1915," Manheimer cited 19 authori- 


" Read before the Public Health Engineering Section 
the American Public Health Association at the 

xty-first Annual Meeting in Washington, D. C., 
ber 27, 1932. 


ties who reported venereal, ocular, 
aural, or intestinal diseases in pools. 
Hinman, in 1929, classified the diseases 
which could be contracted in the 
swimming pool. The Joint Committee 
on Bathing Places, in 1929, reported on 
foot diseases. 

Detroit * carried on some work on 
skin diseases, beginning in the fall of 
1929 when a dermatologist was engaged 
by the Health Department to do special 
work along this line. 

Among the most prevalent infections 
which would possibly result from 
swimming are the common cold and 
sinus and middle ear infections. There 
are available very few data giving 
definite information concerning the part 
played by a swimming pool in the 
transmission of communicable diseases. 
The consensus of opinion of authorities 
seems to be that there is a potential 
danger of person to person transmission 
of pathogenic bacteria added to the 
pool by swimmers, and that this danger 
may be greatly minimized or elimi- 
nated by an efficient disinfecting agent 
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such as chlorine. It is also believed 
that perhaps the greatest danger is of 
auto-infection, meaning the transfer of 
organisms harbored by the individual 
to more susceptible parts of the mucous 
membrane or the irritation or removal 
of protection from the membranes, 
resulting in an attack by organisms 
already there. From the standpoint of 
actual health protection afforded, and 
also esthetic considerations, it is now 
generally granted that facilities for 
effective sanitary measures and close 
supervision of the application of these 
measures is necessary and justifiable. 


DEPARTMENT OF HEALTH PROBLEMS 
The problems encountered by a city 
health department in developing a 
municipal swimming pool program 
usually indicate the following pro- 
cedures: 


1. A study of the existing pools and col- 
lection of data on each pool as to construc- 
tion, equipment, and operation 

2. A study of swimming pool control pro- 
grams in other cities states by 
correspondence and actual visits and by 
accumulating copies of rules and regulations 
successfully used 

3. The preparation of a swimming pool 
ordinance to control existing swimming pools 
and to provide for approval of design and 
construction of new swimming pools 

4. The initiation of a program of systematic 
supervision including all pools 

5. Securing codperation of all swimming 
pool owners and operators in furnishing 
monthly reports and making recommended 
improvements 

6. Development of a sound educational 
program by which the public will be informed 
and induced to select only the safest places 
for swimming 


A state-wide problem in the control 
of swimming pools has been created by 
the stimulation of interest in bathing 
and swimming. This interest has been 
created through health education, ex- 
tensive advertising, and automobiles 
making it easy to travel greater dis- 
tances for recreational purposes. 

The construction of a large number 


of artificial pools in late years has been 
partially due to the increasing pollu- 
tion of streams and other natural 
bathing places. 

Education of the public has created 
an attitude demanding an acceptable 
water in pools. The owners expect 
regulations and look to the city and 
state health departments for advice 
and recommendations for proper opera- 
tion. Those contemplating the con- 
struction of new pools want advice re- 
garding all points which will affect the 
operation and production of a satis- 
factory water. 

State departments of health are 
expected to and have a responsibility to 
give competent advice on the operation 
of swimming pools. In actual practice 
these departments are faced with a wide 
variety of problems. Equipment and 
other facilities range from nothing to 
the modern well equipped efficiently 
operated natatorium. Immediate results 
must be obtained in spite of inadequate 
equipment and makeshift operation, 
and at the same time recommendations 
of the department must be successful 
in order to obtain improvements as 
recommended. The study covered in 
this paper was made for the purpose 
of obtaining additional data and ex- 
perience to be used as a basis for more 
authoritative technical service by 
health departments. 


DEVELOPMENT OF THE CONTROL AND 
STUDY PROGRAM 


No record or evidence of any effort 
on the part of the health department 
to control swimming pools can be found 
previous to 1929. Samples of water 
have been collected each year ap- 
parently for information without any 
effort to better conditions. 

Early in the year 1930, it was de- 
cided to develop a swimming pool 
program in Memphis and part of the 
time of one inspector was assigned for 
the regular collection of samples for 
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riological examinations and _ to 

ict the owners and operators of 

ming pools in the use of chlorine 
swimming pool disinfection. 

\n attempt was made to assemble 

rate information on quality of 

er and method of operation since 

2. The averages of bacterial counts 

the total samples taken from all 

s by the City Health Department 

shown by years in Figure 1. A 

| improvement is noted after the 

1926. No comprehensive or 

ible records of operation were found 

be available. A monthly report 

was prepared and put into im- 

diate use, including all pertinent 

iting data and results of bacterio- 

sical examinations, the last being 

ed in at the City Health Department 

ce 

\ codperative arrangement was ap- 

ved, under which a sanitary engineer 

the State Health Department was 

assigned to work with the Division of 

Sanitation of the Memphis City Health 

Department throughout practically all 

{ the bathing season of 1931, in order 

carry out a control and study pro- 

im covering the various points men- 

This program was carried out 

the writers, assisted in routine work 

a full-time sanitary inspector of the 


tioned. 


\ systematic survey of 14 of the 
rincipal pools in the city was made, a 
tabulation of the data obtained being 
given in Table I. A study of this indi- 
ited that on account of the wide 
variety of conditions with reference to 
nstruction, equipment, bathing load, 
d ability to make extensive improve- 
nts, some revision of the proposed 
rdinance would be necessary. The 
incipal effect of these changes was 
nake allowance for light bathing 
s, unusually good operation, and 
ther favorable conditions, and under 
ivorable conditions to extend the time 
nit within which complete equipment 
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would be required on existing pools. 
Strict requirements for new pools re- 
mained in the ordinance as finally 
passed in July, 1931. The control and 
study program was carried out under 
this ordinance, a copy of which may 
be obtained from the City Health 
Department of Memphis. 


FIGURE 1 


DEPARTMENT OF HEALTH, Mempnis, TENN. 


Each pool was required to have an 
orthotolidine testing set, either a com- 
mercial set or an inexpensive one made 
up by the City Health Department. 
Daily records of operation available for 
examination by health officials were 
required. The,.routine duties of the 
inspector carrying out the control 
program included, a visit to each poo! 
at least once a week, personally check- 
ing residual chlorine in the pool, and 
collecting samples for bacteriological 
examination. Two samples were regu- 
larly collected from each pool, one from 
the shallow and one from the deep end, 
the orthotolidine test being made at 
the same point and at the same time. 
The location of the sampling point, and 
time of weekly visits to various pools, 
were varied. Pool owners were notified 
by mail of the results of examinations 
and instruction by visit was given when 
laboratory reports were found unsatis- 
factory. Routine instructions were 
given to maintain the residual chlorine 
between 0.2 and 0.5 p.p.m. at all times 
a pool was in use. 


‘ 
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TABLE I 
SWIMMING Poot EQUIPMENT AND BATHING LOAD DATA 
1931 
Department of Health, Memphis, Tenn. 


Typ © | Year 


Name of Pool Operator Official in Charge Built 
Pool 


Supt. 
Baptist Hospital |Mr. Earheart/G. D. Sheats 


Mgr. 
Catholic Club H. F. Linder |Marie Verrett 


Pres. pment 
Country Club Miss Eickling}/Dr. R. McKinney | 1 140 


James Owner 
East End Grisham H. W. Brennan ‘Recirc. 


Pres. 
Elks Club Ww. O. Butler |Geo. Hasinger Recirc.| 
| Supt. | | 
Fair Grounds |J. O. Graham|Dave Renfrow (1,250 Recirc. 


Malone Curtis Turner| Dave Renfrow 


| 
Supt. 


19th | 'Pres. | 
Century Club N. Stryker |W. Campbell 98 |Recirc.| 


Sec.-Treas. 
Shrine Club Mr. Brjscoll |W. A. Woodmansee 98 |Recirc.| 


|Miss Sister 
St. Agnes Marquett Margaret O. P. 52 |Recirc.| 1927 1 


Pres. prior 
University Club Mr. Clark Norman Monaghan 55 |F & D}| 1925 


Washington Supt. 
Park V. J. Majestic| Dave Renfrow 914 F& D 1925 


Gen. Sec. (Equi|jpment 
Y. M. C. A. R. H. Bruce |R. C. Pifer 45 F& D 1909/| 1 | 


Be Ws how Mrs. Muir Mrs. Muir 70 |Recirc., 1926 1 120 


* (Becker’s Formula, p. 38, Vol. XV, J.. Am. Assn. for Health & Baths.) 


EXPERIMENTAL STUDIES—GENERAL ized by Memphis people. The problem 
A survey of the swimming pools in in Memphis was to control and raise 
Memphis showed 14 pools in 1931 with the standard of these pools, all but 2 of 
approximately 250.000 swimmers and which had been built previous to 1926 
an additional 6 suburban pools patron- and one of them as early as 1909. They 
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| city | | Pumps I 
| Total 
Num-} Capa- Nut 
| 1,000 ber | city : 
| | Gal. | | | GPM 
24 |p & 1920 
ee 100 |Recie| 1923 | 1 | 180 
1927 1 160 
1922 2 520 
400 F & D| 1928 
Supt. 
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TABLE I (Cont.) 
SWIMMING Poot EQUIPMENT AND BATHING LOAD DATA 


Department of H 


1931 
ealth, Memphis, Tenn. 


Maxi- 
Average 


Daily Dai 
aily 
Attend- Attend- 
ance ames 


Turnover 
Days Permissible 
Pool for Present Sterilizing 

Oper- Bathing Equipment 
ated Load 


1,476 | None 


| 
10,027 \2 Violet Rays 


Ic hlorinator 
4,706 in use) 


W&T Chlorin. 
44,456 'Ammoniator 


24,700 | 2 Violet Rays 


2 W&T Chlo. 
66,071 1 W&T Ammo. 


37,600 None 


18,500 Violet Rays 


M.S.P.M. 
Chlorinator 


N.= Number Bathers. G.= Capacity of pool in Gal. T.= Turnover in Hours 


Days 


esented a multiplicity of problems 
ith only about one-half of them 
recirculating ” pools, several of these 
vith distinctly poor distribution of 
lets and inlet flow and with turn-over 


T- \ 3.48xG 
N 
periods varying from 46 hours to 10 
hours. Four of the latest designed 
pools were equipped with ultra-violet 
ray machines, while 3 were equipped 
with chlorinators. 
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‘ters Pres- 
ent 
Turn- 
Total | over 
Num-| Capa- | Period 
I city in | 
GPM | Hours . 
i al al 
| 
170 |; 10 | 27 | 200 365 | 
not jused) | | | 
120 49 | 100 | 96 | 
3 250 27 350 1,500 127 | 
170 | 10 | 68 | 150 | 365 | 
; |4s0 | 46 | 825 | 3,000 | so | 
470 800 80 ee 
76 a | % 247 
3 250 | 12 53 150 60 8,820 13 Violet Rays 
100 14 20 40 120 2,400 | 17 pe 
31 100 | 77 2,371 12 None 
65 500 80 5,200 19 None 
t |used) 
75 10 53 100 365 19,250 12 None 
42 28 10 20 75 750 23 None 
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The bacteriological examination of 
samples soon showed that it was im- 
possible to obtain counts below 200 per 
c.c. and absence of B. coli in 10 c.c. 
portions without the use of chlorine or 
chlorine compounds. The problem of 
securing better distribution of chlorine 
in the recirculating pools and of main- 
taining chlorine residuals in pools 
where it was necessary to add chlorine 
by hand made it necessary to study the 
various types of pools with regard to 
chlorine disinfection, distribution of 
inlets, use of anhydrous ammonia and 
ammonium sulphate to maintain residu- 
als, control of algae, and other problems. 

The major portion of the experi- 
mental work was devoted to a study of 
disinfection of pool waters from the 
standpoint of chlorine and chlorine 
compounds alone and in conjunction 
with ammonia and ammonium sulphate 
using machine and hand application. 
The primary object was the uniform 
production of a water which would meet 
the drinking water standards of the U. 
S. Public Health Service. Standards of 
bacterial quality are not uniform be- 
tween various states, but since the 
average bather will swallow some water 
while in the pool the writers believe 
that it should meet the above stand- 
ards. The study was conducted with 
this in mind, and to find whether it is 
practicable to apply such a rigid 
standard to pool waters. 

The studies included the practica- 
bility of enforcing changes on existing 
pools which do not have equipment suf- 
ficient to meet the demands of present- 
day practice, such as filter capacity for 
an 8- or 12-hr. turn-over, scum gutters 
entirely around the pool, proper inlets, 
number and spacing, apparatus for the 
application of chlorine gas and anhy- 
drous ammonia. 

Further study was devoted to the 
sand beaches, the control of algae and 
slime on the floors of pools. There was 
some question whether sand beaches 


using relatively clean sand would prove 
detrimental to the pool water, and 
whether under these circumstances it 
would be necessary to require the in- 
stallation of additional showers to be 
used by each bather before returning to 
the pool. Slime on the floors of pools 
has caused considerable trouble and its 
elimination by the use of chlorine was 
studied. 

Algae control did not receive as much 
consideration in this study as its im- 
portance would indicate since it is a 
major problem in most outdoor pools. 
Some data were obtained during this 

t summer at 2 new pools located in 
Nashville, Tenn. 

Three pools were selected for study. 
The Municipal Fair Grounds Pool, 
1,125,000 gal. capacity varying in 
depth from 3” to 10’ was selected on 
account of its equipment which con- 
sisted of a complete recirculating 
system capable of turning the pool over 
in approximately 48 hrs., two Wallace 
& Tiernan vacuum type chlorinators, 
and an ammoniator. The pool is ar- 
ranged as shown in Figure 2, equipped 
with a scum gutter extending entirely 
around it, inlets spaced entirely around 
the pool, a sand beach extending 
approximately one-half the distance 
around it, and compulsory showers. 
Good superintendence, supervision, and 
operation are provided, and spectators 
are excluded from the pool walkway 
and beaches by a metal fence. 

The East End Pool, rectangular, hold- 
ing approximately 400,000 gal., has 
recirculating equipment sufficient to 
turn the water over in 27 hrs. at the 
rate of 3 gal. per sq. ft. of filter sand 
area and a chlorinator of Wallace & 
Tiernan manufacture type M.S.A. A 
scum gutter is provided only at the 
deep end with sand beaches at each end. 
The inlets, 4 in number, are at the 
shallow end (Figure 3). Showers are 
not compulsory. Water varies in depth 
from 2’ to 11’. It was necessary dur- 
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ing the period of this study to apply 
chlorinated lime solution and late in the 
season ammonium sulphate by hand. 
Spectators are not allowed on the pool 
walkway or beaches. 

Malone Pool is municipally owned, 
holding approximately 400,000 gal. 
and varying in depth from 3’ 9” to 10’, 
nearly square, and with a scum gutter 
at one end. Located 22’ below normal 
ground level it is a problem to keep 
surface wash out during heavy rains. A 
sand beach is located at one end. No 
equipment is available at this pool and 
all disinfection was accomplished by 
hand. Access can be had to the pool 
on all sides, no admission is charged nor 
are showers compulsory. Figure 4 
shows the layout of this pool. 

Samples for bacteriological examina- 


Plan View 


Pool Floor 
; e of Poo! 
Edge of Poo! 
Tocenter Center of 
of Poo! ~ ff Pool here 
3 —_ 


tion were collected daily, except Sun- 
day, from each pool. Four samples 
were collected from the Fair Grounds 
pool and 2 each from the others. Total 
count on agar 37°—24 hrs. was de- 
termined on each sample and tests for 
B. coli were made of 10 c.c. portions 
in standard lactose broth. B. coli 
results were partially confirmed. Three 
10 c.c. portions were run on the Fair 
Grounds and East End Pools and one 
10 c.c. on the Malone Pool samples. 
Practically all samples were collected 
during bathing periods, and usually 
during the heaviest bathing load. 
Samples were taken to the laboratory 
immediately and planted at once. 
Tests for residual chlorine were 
usually made twice daily, morning and 
afternoon at the time and place the 
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samples were collected. Hydrogen-ion infections of the respiratory and aural 
tests were made sufficiently often to tracts. 

show any marked variations. Operating Particular attention was given to 
data, such as hours the filters were complaints from the bathers due to 
operated, chlorine and ammonia used, smarting of the eyes, especially when 
water added, bathing load, air and high residuals were carried, using 
water temperature, were kept as Chlorine and ammonia. 

accurately as possible. A_ special 
series of examinations was run to de- 
termine the latent disinfecting value of 
the pool water using chlorine and 
ammonia. 

Close supervision was given to the nanan, Foe. 
operation of the pools and at each sug- | 
gestions made by the writers were 
complied with. Draining of the pools 
has been at frequent intervals, never 
more than 1 week elapsing between. 
A study was made to observe the effect 
of lengthening the intervals between 
draining. 

Some data were collected on the cost 
at the Fair Grounds Pool, particularly 
of chlorine, ammonia, and water. 

A short study was made of a salt 
water pool with particular reference to —— ee 


DETAILS OF EXPERIMENTAL STUDIES 
Pool No. 1—Fair Grounds Pool— 
This is the first season during which 
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TABLE II 
Average Bacterial Count 
Period No. of Samples Taken Agar 37° — 24 hours Sanitary Rating 
1922-23-24 229 34,532 511 
1925-26 39 50,895 346 
1927 No samples taken 
1928 26 9,095 790 
1929 No samples taken 
1930 13 1,178 950 
1931 (Up to 7-7-31) 96 32 1,000 
1931 (Since 7-7-31) 60 8 1,000 
TABLE Ill 
Pounds Used Average Per Day Cost per 
Cl, NH, Cl, NH, Total Cost Days Operated Day 
2,800 0 30 0 $343.80 93 $3.70 
3,300 0 37.5 0 358.08 88 4.07 
2,500 0 29 0 232.92 86 2.70 
l 1,450 253 19.3 3.4 179.20 75 2.39 


iny concerted effort has been made to 
tudy the operation of this pool, either 

m the standpoint of economy or 
etter and more efficient operation. 
Before going into details regarding the 

dy, the results of bacteriological 
examinations for previous years are 
given in Table II. 

In previous years it has not only been 
lifficult to distribute the chlorine 
equally throughout the pool, but ex- 
cessive doses have been required to 

tain even a trace in the middle. 
following are the quantities of chlorine 
ind ammonia used from 1928 to 1931, 
inclusive, with the cost. 

[t has been the practice to drain and 

in the pool each week. This was 

ne on Sunday nights, the pool re- 

‘ining drained part of Monday, and 
refilled for use Tuesday morning. The 

sts of water for the years 1928-1931 
ire given in Table IV. 


TABLE IV 

Average 
Total Cost Days Cost 

ear of Water Operated Per Day 
28 $2,648.64 93 $28.50 
1929 3,469.15 88 39.50 
130 2,928.77 86 34.00 
193] 1,784.03 75 26.50 


The attendance during the years 
1928-1931 has not shown any marked 
variations (see Table V). 


TABLE V 
Year Total Attendance Average Daily 
1928 82,040 880 
1929 79,309 900 
1930 82,218 960 
1931 67,762 905 


The pool was opened on June 6, at 
which time only chlorine was being 
used. Both chlorinators were operated 
at capacity, applying approximately 40 
lb. of chlorine per 24 hrs. Residual 
chlorine tests taken at 10 different 
points in the pool showed erratic 
results, varying from a trace in the deep 
part to more than 1.0 p.p.m. in the 
shallow portions. When the am- 
moniator was started, one chlorinator 
was shut down and the other left on, 
set at 30 lb. per day. The ammoniator 
was set at 5 lb. per day. After operating 
24 hrs. an increase was noted in the 
residual chlorine content, and particu- 
larly in the middle of the pool a very 
noticeable increase was found. On the 
second day the residual chlorine tests 
were uniform all over the pool at what- 
ever point it was tested. On the third 
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TABLE VI 


EXPERIMENTS TO DETERMINE THE LATENT STERILIZING VALUE OF WATER CoLLEctep 
From SWIMMING PooLts DuRING THE SEASON oF 1931 


Source of water 


Fair Grounds Pool 


Fair Grounds Pool 


Fair Grounds Pool 


Fair Grounds Poo! 


Date collected 


7/22/31 


8/6/31 


8/7/31 


8/13/31 


Chlorination 


Chloramine 


Chloramine 


Chloramine 


Chloramine 


O.T. Test 


0.5 p.p.m. 


0.4 p.p.m. 


0.3 p.p.m. 


0.5 p.p.m. 


Culture 


B. Coli from water 


B. Coli from feces 


B. Coli from feces 


B. Coli from feces 


Gas formation 
Lactose broth 
10c.c. 1c.c. 0.1¢.c. 


Gas formation 
Lactose broth 
10c.c. 1c.c. O0.1c.c. 


Gas formation 
Lactose broth 
10c.c. Ic.c. 0.1c.c. 


Gas formation 
Lactose broth 
10c.c. Ic.c. 0.1c.c.| 


Water from pool 


Blank culture 
1-100 


Culture & water 
1-100 (1 min.) 


Same (2 min.) 
(3 min.) 
(4 min.) 


(S min.) | 


“(10 min.) | x 


(25 min. 


(30 min 


day residuals greater than 1.0 p.p.m. 
were found at all points. The Enslow 
Comparator was used for making all 
residual tests, and color was developed 
at the end of 4 minutes. 

Throughout the use of ammonia- 
chlorine a definite cumulative effect was 
observed, most pronounced when the 
water was fresh and contributions of 
organic matter by heavy bathing loads 
at a minimum. For example, it was 
sometimes necessary to shut off both 
machines for periods varying from 4 
to 24 hours in order to reduce chlorine 
residuals and to reduce the dosage when 
the chlorinators were started again. In 
order to maintain effective residuals it 
was necessary to increase chlorine 
dosages during the latter part of the 
2-week period between cleaning and 
refilling the pool (Figure 5). It was also 


observed that an increase of the use of 
copper sulphate up to approximately 
3.5 to 4 p.p.m., applied every third 
day, tended to reduce the chlorine de- 
mand, presumably by more effective 
control of algae, and to restore the 
cumulative effect of the ammonia- 
chlorine application. 

Considerable attention was given to 
the bathers, particularly complaints of 
smarting of the eyes. There have been 
very few complaints made during this 
season. The pool manager has stated 
once or twice when the residuals were 
1.0 p.p.m. he noted a smarting of his 
eyes. 

During the period June 6 to August 
8, 178 samples were collected from this 
pool for bacteriological examination. 
Figure 2 shows the location of the 
sampling points, which are numbered 


“3 Ss 
<* 
FS 0 0 1 0 
| x x x 1000| x x x 37 x x x 30 x x x 98 
pe x x x 500' x x x 35 x x x 17 x x x 79 aet 
x x x 50 x x x 31 x x x 20 x x x 71 
x x x 12 x x x 20 x x x 14 x x x 0 
x x x & x x x 22 x x x 13 x x x 31 
| 
a = (x x x 4 x x x 19 x x x 15 x x x y 
i} x x x «x | 10 0 
15 min 0 x x x 4 x x x 12 l 
20 mit 0 x x 1 x x x 10 { ‘ 
0 0 x x x 3 t 
ft 0 0 x 0 | 
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FIGURE 5 positive portions mentioned above, 3 
a | a from a single sample, having a 
zero bacterial count, an erratic result 
to which the writers attach little 

———~_| significance. 
The total amount .of chlorine used 
| during 75 days of operation was 1,450 
— > | Ib. Six days ammonia was not used, 
and the chlorine consumption during 
| this time was 250 Ib., an average of 
WEEK AFTER CLEANS | 41.7 Ib. per day, or 4 p.p.m., based on 
OF | total pool capacity. During 69 days a 
—————= total of 253 Ib. of ammonia was used, 
together with 1,200 lb. of chlorine. 
11, and 12. Sampling points while using ammonia- 
ind 12 are in water approximately 3’ chlorine a daily average of 17.4 Ib., or 
deep, while 9 and 10 are in the deepest | 7 p-p.m. of ‘chlorine and 3.7 lb., or 
art of the pool. 0.35 p.p.m. of ammonia. The average 
[he results of the examinations dur- stig of chlorine to ammonia was 4.2 
ny this period are shown graphically in +, 1. The ratios were varied over a 
Figure 6. The average number of wide range, the maximum being 12 to 1 


teria. per cc. is 117. Eleven and the minimum 1.25 to 1. 
samples in 3 days showed high counts 


which totaled 16,900. However, on FIGURE 6 

hese days samples were collected by a 

person not accustomed to sampling. : 

must have been the reason for 

erratic results, since the residual 
lorine tests on there 3 days indicated — 

sufficient to produce low counts. There- 
re, these results have been discarded aw M Ne ay T) 

the average for 167 samples is 7 : WAN WAS Ng "VV | 

cteria per c.c. The residual tests have 
ried from a trace to over 1.0 p.p.m. = 

(he results obtained indicate that with 

residuals between 0.2 and 0.5 p.p.m. ; | I 
formly low counts can be expected. if) 

With residuals less than 0.2 p.p.m. | 
esults may be erratic as indicated by | 
example. On different days each 
with water 12 days old and an average of a NT NS 
residual of 0.12 p.p.m. the average bac- 

terial counts on 4 samples were 206 and) | __ PAR GROUNDS FOO 
5 respectively. 
The results of B. coli determination The cost of chlorine this season has 


have been satisfactory, in that of 534 been $.09 per Ib., and the ammonia 
rtions tested, only 4, or 0.75 per cent, averaged $.1925 per lb. The average 
have shown evidence of B. coli and daily cost of using the chlorine 
iter June 15 no portions were found ammonia process during 69 days was, 
sitive (see Figure 6). Of the 4 chlorine $1.56 and ammonia $.71. The 
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average daily cost of using chlorine 
during the 6-day period was $3.75. 
These figures show that there was an 
actual saving of $1.48 per day using the 
chlorine ammonia process, assuming 
that results were comparable. Daily 
averages, showing quantities and cost 
of chlorine, for entire season of 1928 
to 1931 inclusive have been given 
already in Table III. 

The total number of bathers from 
June 6 to August 1, was 55,365, an 
average per day of 1,130, the maximum 
number on any one day being 3,193 
and the minimum 21. 

The water temperatures during the 
period June 6 to August 1, varied from 
80° to 86° F. Although no correla- 
tion between water temperatures and 
sanitary quality was observed high 
temperatures will cause complaints 
from bathers and in southern states 
this may be the factor controlling fre- 
quency of draining outdoor pools. 

The recirculating system operated 24 
hrs. per day. Water was added each 
day to replace that lost as well as to 
flush the surface. The amount re- 
circulated varied from 400,000 to 
640,000 gal. per 24 hrs., with an 
average of 565,000 gal. Water added 
each day averaged 72,000 gal. The 
practice of draining and cleaning the 
pool each week was discontinued and 
the interval lengthened to 2 weeks. At 
all times during the season it has been 
easily possible to see the bottom in the 
deepest part of the pool. 

The interval between draining could 
have been lengthened except for the 
slime which formed on the floor of the 
pool. The practice has been to drag 5 
lb. of copper sulphate around the pool 
every other night. An increase of 
copper sulphate dosage to 7 lb. every 
2 days was beneficial and a dosage of 
50 Ib., or 3.5 to 4 p.p.m. every third 
day was effective in killing algae after 
which the vacuum cleaner would pick 
up the slime. High chlorine residuals 
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apparently would not prevent slime 
formation. 

Determinations of pH were made at 
frequent intervals over a_ sufficient 
length of time to show that it is rela- 
tively constant and shows little varia- 
tion. The minimum found was 7.4 and 
the maximum 7.6. 

Pool No. 2—Malone Pool—Drain- 
age facilities at this pool are very poor 
and a noticeable amount of mud 
accumulates on the sand beaches fol- 
lowing every heavy rain. Water 
accumulates in depressions in the sand 
and bathers carry a certain amount of 
mud into the pool. This accounts to a 
large extent for the very noticeable 
turbidity 2 or 3 days after the pool has 
been cleaned and filled. It makes 
disinfection more difficult and _ less 
reliable (Figure 4). 

Disinfection, in the absence of 
mechanical equipment, must be accom- 
plished by hand application. Chlo- 
rinated lime, used at the rate of 15 |b. 
per day failed to show any positive 
residual tests. Assuming that the 
chlorinated lime contained 25 per cent 
available chlorine, this would be equal 
to 3.73 lb. of chlorine, or 1.13 p.p.m. 

The writers gave this phase of the 
treatment considerable thought and it 
was finally decided that because of a 
high chlorine content, greater stability 
and ease in dissolving H.T.H. would be 
the most suitable chlorine compound. 
From previous experience it was felt 
that ammonia would be necessary to 
obtain residuals and, therefore, a tech- 
nical grade of ammonium-sulphate 
having an NH; content of approxi- 
mately 25 per cent was used in con- 
junction with H.T.H., providing a ratio 
of 5 to 1 chlorine to ammonia. 

Ammonium sulphate was first used 
on June 23 and June 24. This pre- 
liminary test indicated that residual 
chlorine of 0.2 p.p.m. or better could 
be maintained throughout the day. 
After waiting for an additional supply 
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of ammonium sulphate the ammonia- 
chlorine treatment was again started on 
june 30 and continued with minor 
int rruptions throughout the season. 

\ study of the results indicate that 
chlorine residuals can be maintained 
over a greater period of time by using 
ammonia, and ultimately there will be 
an overlapping from day to day with 
a cumulative effect previously men- 
tioned. For example, on the morning 
of July 16, 8 lb. of H.T.H. and 4 Ib. of 
sulphate were added. On the morning 
of July 17 the residual was 0.5 p.p.m. 
at all points and without further 
chlorine application on the morning of 
July 18 the residual was 0.1 p.p.m. at 
all points. The bathing load at this 
time was light. Typical results during 
a heavy bathing load would show 0.7 
p.p.m. after treatment, 0.5 p.p.m. in 
the middle of the afternoon, and 0.2 
p.p.m. on the following morning. 

During the period from June 18 to 
\ugust 1, 60 samples were collected. 
[he majority of samples were collected 
between 1:00 and 2:00 o’clock in the 
iiternoon, but quite a number of them 
were collected in the morning—usually 
before the chlorine or chlorine and 
sulphate had been added in order to 
determine the condition of the water 
several hours after disinfection and to 
reflect the addition of organic matter 

y the bathing load of the previous day. 
The average number of bacteria per 
for the 60 samples was 664. 
(hirty-two samples were collected when 
the residual test showed 0.2 p.p.m. or 
above, with a maximum count of 100 
and a minimum of 0. The remaining 
28 samples were collected when 
residuals were less than 0.2 p.p.m. and, 
is already explained, many in the early 
morning before treatment. 

Of 60—10 c.c. portions tested 18, or 

) per cent, showed evidence of B. coli. 
Of these 10 positive tests were on 
samples collected before any disinfec- 
tion had been added that day. 


A concise summary of quantities of 
disinfectant used during the entire 
season is not possible because chlo- 
rinated lime and H.T.H., both with and 
without ammonium sulphate, were 
used interchangeably, depending upon 
the supply on hand. In general, it may 
be stated that chlorinated lime, apply- 
ing a dosage of 0.76 p.p.m., used with- 
out ammonia, failed to show any test 
for residual chlorine. The use of 
H.T.H., providing 2.2 p.p.m., available 
chlorine, would show residuals above a 
trace throughout the pool for a varying 
period of time, depending on _ the 
bathing load and the amount of organic 
matter in the water. The use together 
of H.T.H. and ammonium sulphate, 
providing average dosages of 1.45 
p-p.m. of chlorine and 0.26 p.p.m. of 
ammonia, was sufficient to show 
residuals of 0.2 p.p.m. or better 
throughout the day. This is a ratio of 
5.6 to 1.0, chlorine to ammonia. 

Pool No. 3—East End Pool—Tests 
made during the 1930 season showed 
definitely that with the dosage of 
chlorine applied to this pool by the 
chlorinator, residuals were found only 
about 20’ from the inlets. In order to 
supplement the chlorine dosage from 
the chlorinator, a practice was made of 
adding a solution of chlorinated lime 
directly to the pool water. 

The procedure for disinfection is 
somewhat out of the ordinary in that 
chlorination by means of a chlorinator 
was used, as well as hand application of 
chlorinated lime solution and am- 
monium sulphate. During the period 
June 16 to July 2 a solution of guar- 
anteed 33 per cent chlorinated lime was 
used. According to the best figures 
obtainable, the accuracy of which the 
writers have some doubt, the average 
used was 16.1 lb. per day, a dosage of 
5.3 lb., or 1.61 p.p.m. of chlorine. To 
this must be added the average amount 
of chlorine applied through the chlo- 
rinator, assumed to be 2.5 lb. per day, 
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averaging a total dosage of 7.8 Ib., or 
2.37 p.p.m. From June 16 to July 13 
there was only 1 day on which the 
residuals were greater than 0.2 p.p.m., 
and the majority of the time they were 
either zero or just a trace. On July 13 
the use of ammonium sulphate was 
started and it was used with either 
chlorinated lime or H.T.H. and also 
liquid chlorine during the remainder of 
the study. It was then possible to get 
residual tests above 0.2 p.p.m. fairly 
regularly, although there were times 
when lower residuals were found. 

On August 8 the chlorinator began 
running 24 hrs. and after that time little 
difficulty was experienced in maintaining 
a residual between 0.2 and 0.5 p.p.m. 
in all parts of the pool. On August 11 
the liquid chlorine dosage was increased 
to 8.8 lb. per 24 hrs. but on account 
of poor distribution this was found to 
cause odor near the inlets, and there- 
fore, it was decreased to a dosage of 
approximately 5 Ib. 


It was found that the medium dosage 
of liquid chlorine in conjunction with 


chlorinated lime and ammonium 
sulphate solutions was most satisfactory 
in maintaining adequate residuals. 

From June 16 to August 10, 93 
samples were collected for bacteriologi- 
cal examination. The average of all 
bacterial counts was 558 per c.c.; 59 
showed less than 200; and a majority 
of these less than 10. Checking total 
counts against chlorine residuals at 
sampling point, shows that in general 
with residuals of 0 or only a trace the 
count usually rises above 1,000 per c.c. 
There are relatively few samples show- 
ing greater than 10 bacteria per c.c. if 
the chlorine residuals were between 0.2 
and 0.5 p.p.m. 

A total of 279, 10 c.c. portions were 
tested for B. coli. A positive test was 
obtained on 15 or 5.4 per cent of the 
total. These B. coli results were more 
satisfactory than the total bacterial 
counts. During the period June 16 to 
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August 11 the number of bathers was 
34,349, or a daily average of 613, with 
a maximum of 2,263 on June 28 and 
a minimum of 5 on July 23. The water 
temperatures have varied between 76° 
and 86° F., and again there did not 
seem to be any correlation between 
water temperature and sanitary quality. 

Relatively little trouble from algae 
was experienced and relatively little 
slime formed on the bottom. Water 
has been left in this pool 11 days and 
the small amount of slime that did 
occur was confined to the deep portion. 

Accurate figures not being available, 
it has been estimated that approxi- 
mately 370,000 gal. of water per day 
were recirculated, but no estimate has 
been made of the daily quantity of 
make-up water added. The practice 
had been to drain, clean and refill this 
pool twice each week, but since starting 
24-hr. operation of the recirculating 
system, it was seldom drained in less 
than a week. 

Salt Water Pool at Monroe, La— 
The pool at Monroe has a capacity of 
1,500,000 gal. and an average depth of 
3.5’. Walls are constructed of concrete 
with a sand floor. No scum gutters are 
provided. Disinfection is accomplished 
by adding liquid chlorine to the suction 
line of a 900 g.p.m. circulating pump, 
taking the water from one end of the 
pool and putting it back at the op- 
posite. The salt water is obtained from 
a flowing well discharging into the pool 
approximately 400 g.p.m. A chemical 
analysis at the time these tests were 
made showed 1,250 p.p.m. of chlorides. 
The bacteriological results of 4 samples 
collected from the pool showed rela- 
tively low counts, but examination of 
previous records indicated that about 
25 per cent of all 10 c.c. tubes showed 
gas formation, B. coli results not being 
confirmed. 

Three eye, ear, nose, and throat 
specialists were visited and requested to 
state their opinions on 4 questions as 
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relative number of infections be- 
to have been contracted from 
ng in fresh or in salt water; the 
of the infection whether from 
water or mechanical injury; the 
tages if any of swimming in salt 
on the comparative number of 
nts treated this season as against 
us seasons. 
would be expected, the answers to 
questions varied. Two believed 
there is no difference between salt 
fresh water either in cases treated 
to the advantages for bathing. 
thought that salt water was bene- 
from both standpoints. All be- 
| that there was greater danger of 
tion due to mechanical injury 
er than actual transmission through 
ater. No definite comparison of 
er of patients treated this season 
igainst previous seasons was 
ned. 
unicipal Pools at Nashville, Tenn. 
wo municipal pools constructed 
g 1932 by the City of Nashville 
shed an excellent opportunity to 
out some ideas based on the 
phis study, and collect further data 
peration. Experience in the design 
lirst year’s operation at these pools 
confirmed the writers’ opinion 
exact hydraulic design of the system 
istribution of water and chlorine to 
areas is essential to success of 


ition. 


ihe 2 pools are both of approximately 


ime capacity, with equipment and 
ruction to comply as far as 
ble with present-day _ practice. 
capacity of each is approximately 

gal. An ammoniator is in- 
d at each pool. Inlets are spaced 
d all sides and the piping as well 
ie inlet plates designed for equal 
bution of the incoming water. 
culating equipment is designed for 
hr. turn-over. With this design 
possible to note an increase of 
ne residual in the center of the 


pool within about 30 min. after the 
chlorine dosage has been increased, and 
uniform distribution of chlorine is 
obtained. 

Arrangements of dressing rooms, 
showers, toilets, etc., are satisfactory. 
Unfortunately both pools are located 
near trees, which have given consider- 
able trouble, leaves falling into the 
pools, causing an increase in the 
chlorine demand, and interfering with 
the operation of vacuum cleaners. 

Wallace & Tiernan chlorinators and 
ammoniators are used, the chlorinators 
having a maximum capacity of 10 lb. 
per day. During normal conditions 
this apparatus in conjunction with 
ammonia gave residuals varying from 
0.2 to 0.7 p.p.m. Following a storm, 
during which a considerable amount of 
leaves and dust was blown into the 
pools, residuals dropped practically to 
0 and following this it was impossible 
to obtain residuals greater than 0.15, 
operating the chlorinators to capacity, 
until after the pools were drained and 
cleaned. It is advisable to have 
apparatus of adequate capacity to take 
care of abnormal as well as normal con- 
ditions. Good bacteriological results 
have been obtained. 

Uniform doses of copper sulphate 
have been added to each of the pools, 
averaging from 10 to 12 Ib. every third 
day, corresponding to a dosage of 3.6 
to 4.2 p.p.m. It has been necessary to 
shorten the interval between dosing on 
a few occasions due to growth of algae. 
This is noticed first on the walls, par- 
ticularly back of the ladders. At these 
times the chlorine demand is increased 
and higher doses of chlorine up to the 
capacity of the chlorinator usually fail 
to raise residuals above 0.2 p.p.m. 
The residual immediately increases 
following a copper sulphate treatment. 

Vacuum cleaners capable of removing 
leaves are necessary at these pools if 
a clean bottom and proper residuals are 
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to be maintained. Except for excessive 
temperatures and collection of sediment 
on the bottom it would be possible to 
operate these pools throughout the 
season without draining. 


GENERAL OBSERVATIONS 

Observations of the effect of sand 
beaches during this study have failed 
to show any deleterious effect on the 
water in any way, provided the sand 
is clean. There is an apparent bene- 
ficial effect since in those portions of 
the pool bordering the sand beach there 
was less slime on the bottom, due 
probably to the scouring action of sand 
carried into the pool by bathers. At 
Malone Pool, where the sand becomes 
dirty by flooding during heavy rains, 
additional turbidity and possibly an 
increase in chlorine demand resulted. 

It was desired to know what, if any, 
latent disinfecting properties the pool 
water had, using the chlorine ammonia 
process. Samples from the Fair 
Grounds Pool were collected in sterile 
bottles and taken directly to the 
laboratory. The residual chlorine test 
was made at the time and point at 
which the sample was collected. Plates 
were poured and tubes sowed for B. coli 
immediately, and following this the 
sample was inoculated with a known 
number of B. coli in 10 c.c., 1.0 c.c., 
and 0.1 c.c. Samples were tested each 
minute for a period of 10 min. and then 
every 5 min. up to 30 min. (See Table 
VL.) 

As a guide to the use of the ammonia 
chlorine process during the study and 
to obtain a comparison of maintenance 
of residuals by this process as against 
the use of chlorine alone two determina- 
tions of the rate of reduction of residual 
chlorine in the Malone Pool were made 
on different days. Orthotolidin de- 
terminations were made _ frequently 
enough to obtain curves showing the 
reduction of residual chlorine. (Fig- 
ure 7.) 
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SUMMARY AND CONCLUSIONS BASED 
ON EXPERIMENTAL STUDIES 

1. The present studies have included 
close supervision of, and experimental work 
on, 3 outdoor swimming pools in Memphis, 
supplemented by observation of several other 
pools. 

2. The maintenance of satisfactory residuals 
of chlorine, using chlorine or chlorine com. 
pounds alone, has not been found practicable 
in the pools studied. In recirculation pools, 
perhaps on account of the long turnover 
period, there was too great divergence in 
chlorine residuals between inlets and distant 
points. In pools requiring hand application 
of chlorine compounds residuals disappeared 
rapidly and additional applications during a 
single bathing period is not satisfactory. 

3. The maintenance of satisfactory residuals 
of chlorine, using chlorine and ammonia, in 
the 3 Memphis pools studied was found to 
be practicable. Where recirculation equip- 
ment and location of inlets for uniform dis- 
tribution is provided residuals above 0.2 
p.p.m. can be maintained easily. Where 
recirculation equipment is inadequate or dis- 
tribution poor residuals throughout the day 
can be maintained by supplementing machine 
application with hand application once before 
the bathing period. Where recirculation is 
not provided residuals can be maintained 
throughout the day by a single application of 
ammonia and chlorine before the bathing 
period. 

4. Hand application of chlorine and am- 
monia compounds is not as satisfactory as 
continuous application of chlorine and 
ammonia by machine. If hand application is 
the only method available a high test 
chlorinated lime and a technical grade of 
ammonium sulphate were found to be satis- 
factory. In such cases it is necessary to dose 
for high residuals at the time of application 
in order that adequate residuals will remain 
throughout the bathing period. 

5. Experiments to determine relative rates 
of reduction in chlorine residuals, using 
chlorine alone and chlorine with ammonia, 
were made and the results show a much 
more rapid reduction when chlorine is used 
alone. 

6. The rate of reduction of chlorine residuals 
is increased by heavy bathing loads, growths 
of algae, addition of dust or leaves, and any 
other condition increasing the organic con- 
tent of the water. The effect of such con- 
ditions in causing disappearance of chlorine 
residuals is very pronounced with chlorine 
alone and noticeable when chlorine and am- 
monia are used. Variations in temperature 
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e pool water did not have any apparent 
upon the distribution or maintenance 
lorine residuals. 

Flexibility of design in order to obtain 
ional reserve capacity in chlorination 


pment and immediate distribution through 


r design of piping system and inlets to 
its of the pool is emphasized as the 
satisfactory method of counteracting 
illy high chlorine demands resulting 
any cause. A short turn-over period 
niform distribution are also important 
the standpoint of appearance of the 
affecting rapidity with which turbidity 
removed from the water itself and also 
lation of material on the bottom in 
illow portions. 

Bacteriological examinations for total 
and B. coli have covered ranges of 
residuals from 0 to 1.0 ppm. In 
these results show that between 
of 0.2 and 0.5 p.p.m. low bacterial 

can be expected, the use of chlorine 
nd the chlorine-ammonia combination 
comparable results. Less reliable dis- 
n, shown by errati bacterial results, 
tained when chlorine was used alone, 
hen hand application of chlorine with 
nia was employed. No explanation is 
but at the pool operating equipment 
a day no high counts were noted until 
had dropped to 0.1 p.p.m., while 
case of 2 pools using hand application 
ber of high counts were found between 

nd 0.3 p.p.m. 

It is assumed from a study of literature 

previous experience that the disinfecting 

of chlorine alone is more rapid than 
of chlorine-ammonia. Experiments to 
mine the latent sterilizing value of water 
ning chloramines were made, the results 

ing that with residuals of 0.3 to 0.5 

ictory disinfection is obtained in about 

in 

Complaints of smarting of eyes and 

tion of mucous membranes led to the 

sion that higher residuals of chlorine 
immonia can be carried without danger 
mplaint than with the use of chlorine 

Hydrogen-ion concentrations were 
tained between 7.4 and 7.6, and it is 
pinion of the writers that with proper 
ontrol, and the use of chlorine and 
onia no complaints should result from 

tenance of residuals as high as 1.0 p.p.m. 

Clean sand beaches are not detrimental 

e quality of pool waters provided spec- 

are not allowed access to them. Trees, 

providing shade, cause trouble due to 
falling into the pool, affecting the 
rance as well as increasing the chlorine 


demand. Dust is detrimental in that turbidity 
is added to the water with contamination. 

12. Scum gutters are a necessity if a pool is 
to be kept in satisfactory condition. There 
is a relatively large accumulation of floating 
material which collects and does not settle 
out. 

13. The taking of a shower bath before 
entering the pool is considered essential and 
use of showers must be made compulsory, as 
at least 50 per cent of those using the pools 
will not take them voluntarily. Satisfactory 
use of showers can be obtained only by proper 
location, continuous operation, and personal 
supervision. 

14. From the limited opportunity for 
observation at Monroe, La., the authors find 
no apparent public health value in the use of 
salt over fresh water. However, one of the 
authors who suffers from hay fever every 
year experienced a _ decided relief after 
swimming in the municipal salt water pool 
at Monroe. The cost of using saline water in 
a pool is considered impracticable if salt has 
to be purchased, but the use of salty well 
water is practicable if sufficient quantity is 
available. 


APPLICATION TO CONTROL OF 
SWIMMING POOLS 

City—The Memphis swimming pool 
ordinance allows a period of grace not 
to exceed 5 years to bring the existing 
pools up to the requirements. The 
first year or two is being used by the 
Health Department to study each pool 
under actual operating conditions. The 
ordinance also provides that each pool 
shall secure each year from the Health 
Department a permit to operate. 

Following each swimming pool 
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season, it is planned to arrange for a 
conference with the owner or operator 
of each pool and discuss needed im- 
provements for that pool. Following 
this conference the department will 
address a letter outlining the required 
improvements which will be expected 
before issuance of a permit to operate 
the following year. These studies will 
enable the department to insist on 
practical and intelligent improvements. 

As the results of these studies it ap- 
pears possible to maintain water in a 
swimming pool which will meet the 
bacteriological standards for good 
drinking water. In order to encourage 
consistently good samples the Memphis 
City Health Department has adopted 
a grading schedule similar to that used 
in Detroit, Cleveland, and Cincinnati, 
announcing 4 times during the year the 
rating of all pools, based on\the quality 
of the water as shown by bacteriological 
tests. The concern shown by each pool 
following the first grading announce- 
ment which did not reach a 900 to 1,000 
rating, classed as “A,” demonstrated 
that in future ratings, practically every 
pool will probably be in class “A” 
rating. Ratings have been announced 
3 times to date. Each rating was 
based on the percentage of good portions 
tested multiplied by 10, a good portion 
being one with a total bacteria count 
below 200 or a negative partially con- 
firmed test for B. coli in 10 c.c. 

It is believed that these studies will 
be of value in codperating with archi- 
tects and engineers in the design of new 
pools, or in making major changes and 
in the approval of plans for construction 
submitted to the City Health Depart- 
ment under the provisions of the 
ordinance. 

State—The study and experimental 
work at Memphis has furnished a guide 
which is most valuable in the formula- 
tion and execution of a state-wide 
swimming pool program. 

A state program should include: 
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A sound educational program 

Advice to local health authorities in regard 
to legislation and procedures 

Advice directly or indirectly 
operators 

Collection of data through surveys or sub- 
mitted reports as a basis for judgment regard 
ing the extent to which the state health 
department can afford to go in a state-wide 
swimming pool program 


to pool 


Education of the public should pro- 
ceed along the lines that will create an 
understanding of the necessity of 
swimming pool control and of patron- 
izing those pools which produce a 
satisfactory water and maintain the 
pool and appurtenances in a manner 
which meets the requirements of state 
or local regulations in every respect. 

The state department of health must 
be in a position to give expert advice to 
the local health authorities in drawing 
up swimming pool regulations, formu- 
lation of a swimming pool sanitation 
program and general advice in regard 
to operation. 

The result of this study provided the 
department with additional data upon 
which advice to engineers and archi- 
tects can be based, particularly regard- 
ing recirculating equipment required 
and inlet design. One problem of pool 
design which has given considerable 
trouble is the irregular distribution of 
chlorine, particularly when fed by 
machine with inadequate recirculating 
equipment and improper spacing and 
design of inlets. Clarity of pool waters 
has been a problem in a number of 
pools, especially those subject to heavy 
bathing loads and where insufficient 
filter capacity is provided. 

Sound advice to the operators of 
pools is most important, because the 
quality of a pool water is directly de- 
pendent upon operation. Some super 
vision is necessary along with instruc- 
tions for proper disinfection, ortho- 
tolidin tests, proper alum dosage, 
proper copper sulphate dosage, time 
interval between washing the filters, use 
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of the vacuum cleaner and application 

of soda ash if required. Operators of 
ls having inadequate or no equip- 

ment have a more difficult problem to 

maintain a good water and more atten- 

tion must necessarily be given to opera- 
of this type of pool. 

(he active participation of the state 
department of health in promoting 
swimming pool control programs should 
lead toward standardization throughout 
the state and make the individual pro- 
crams of various cities comparable. 


GENERAL SUMMARY 


(he historical outline of the growth 
of swimming pools dates from 312 B.C., 
while the early development in puri- 
fication of swimming pools in the United 
States dates from 1906. The interest 

disease transmission in pools seems 

have aroused very little attention 

ntil 1915. In the development of a 

tate and municipal swimming pool 
program, certain problems were 
encountered. 

Beginning in 1930 a swimming pool 
rogram was initiated in Memphis. A 
survey of the situation was made and 
other cities were visited and their 
programs observed. A_ codperative 
irrangement between the city and state 


was made to study the problem jointly. 
A swimming pool ordinance was finally 
passed in July, 1931, and a program of 
systematic supervision of all pools was 
instituted. 

Between the years 1909 and 1926, 19 
pools were built in Memphis. Thus a 
multiplicity of designs and problems 
were presented and it was found neces- 
sary to make a special intensive study 
of 3 general types before intelligent 
progress could be made in a practical 
program. Experimental studies were 
made and certain conclusions were 
reached. In addition to the pools in 
Memphis, limited information was 
gathered on a salt water pool and 
observations made on 2 newly con- 
structed pools in Tennessee. Following 
these studies it has been possible to 
indicate certain applications to munici- 
pal and state swimming pool control 
programs. This presentation and dis- 
cussion are given hoping that they may 
be of some value in other places. 
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Injuries Produced by Contact with Electric Circuits 


A’ extensive article summarizes 
earlier studies, the various factors 
provoking electrical mishaps, the ascer- 
tained cause of death and the effects 
ipon the nervous symptoms, the heart, 
the blood pressure, the skin, muscula- 
ture, blood vessels, and other less 
important points of localization. 
Under several of these headings, the 
uthors report their own findings, 
rincipally upon rats, but also some 
\utopsy findings on 2 men who were 
electrocuted. There are also brief 


resumés of the subject of treatment and 
of permanent disability. The general 
impression should be corrected that low 
voltage cricuits need no precaution. 
“A time has come when it is important 
to give wide publicity to the possible 
dangers. The sale of poorly insulated 
electrical devices for the home should 
be prohibited.” A bibliography of 
recent articles follows.—Orthello R. 
Langworthy and William B. Kouwen- 
hoven, Am. J. Hyg., 16, 3:625-665 
(Nov.), 1932. E. R. H. 


an 


Risk of Persons in Familial Contact 
with Pulmonary Tuberculosis" 


W. H. FROST, M.D., F.A.P.H.A. 


Department of Epidemiology, School of Hygiene and Public Health, 
The Johns Hopkins University, Baltimore, Md. 


| pear the past 2 years various 
workers in this department have 
collaborated in two epidemiological 
studies of tuberculosis; one concerned 
with the families of children registered 
in Dr. Edwards A. Park’s clinic for 
tuberculous children at the Johns Hop- 
kins Hospital; the other a series of 
studies carried on by a special unit of 
the State Department of Health of 
Tennessee in various localities in that 
state. The several studies have varied 
in scope and in certain details of 
method, but a purpose common to all of 
them has been to ascertain the mor- 
tality and specific morbidity in familial 
contacts of persons suffering from pul- 
monary tuberculosis, for comparison 
with the experience of suitable control 
populations. 

The data so far accumulated are not 
sufficient to be of much significance as 
actual measures of even the gross 
average risks. They are sufficient, 
however, to afford material for pre- 
liminary investigation of the antecedent 
question whether records of the kind 
represented are at all suitable for the 
purpose in view. It is to this question 
that the present discussion is directed, 
the actual records of a small group of 
families being introduced only for pur- 
poses of illustration. 


*Read before the Epidemiology Section of the 
American Public Health Association, at the Sixty- 
first Annual Meeting in Washington, D. C., October 
25, 1932 


For the acute communicable diseases, 
such as diphtheria, scarlet fever, and 
measles, measurement of the morbidity 
risk of familial contacts is a simple 
procedure, because the excess risk is 
concentrated within the few weeks fol- 
lowing invasion of the household. As 
was pointed out by Chapin years ago, 
all that is necessary is to ascertain, in 
each invaded household, the number of 
persons present, other than the one first 
attacked, with particulars as to sex, 
age, and many other variables which 
are to be considered; then to ascertain 
the number of cases of the same dis- 
ease subsequently occurring in the 
various exposed groups within a stated 
period of, say, 4 to 6 weeks. This 
attack rate may then be compared with 
the average rate in the community at 
large for a like period of time. Collec- 
tion of the data is simple because, for 
any family, the required period of ob- 
servation is brief; and compilation is 
simple because the period to which the 
attack rate refers may be taken as the 
same for all families. 

For tuberculosis the requirements are 
essentially the same, but are more dii- 
ficult to meet, chiefly because the dis- 
ease is of slow evolution, and we cannot 
assume that the risk with which we are 
concerned is concentrated within the 
year or even the decade following estab- 
lishment of the known exposure. It 
may, perhaps, be manifested by exces- 
sive morbidity or mortality in any 
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juent period of life. Hence, ob- 
tion of the exposed group must 
d over,a sufficient number of years 
t fine the rates of morbidity and 
lity prevailing in successive 
ds throughout the usual span of 

To keep a_ sufficiently large 
» of people under systematic, exact 
observation for such length of time is 
a difficult task which has, indeed, been 
undertaken in various places, but to 
the best of my knowledge has not been 
carried much beyond a decade. How- 
ever, such simple facts as lie within the 
knowledge and memory of the average 
may be obtained by 


1 
hy 


iseholder 


yetrospective investigation, tracing 
familial histories backward into the 
past. The procedures followed in a 
preliminary attempt to apply data 
collected in this way and to check their 
reliability may be described best by 
referring to a concrete example.* 

(he available records which best 
serve the purpose of illustration are 


a survey of the negro population 

of Kingsport, Tenn., made during 1930 
| 1931 by a special unit of the Ten- 
essee State Department of Health.? 
families, 


The survey covered 132 


constituting practically the entire negro 
lation of the city.t For each 
ily the investigation included a de- 
ed familial history, extending as far 
. as practicable, and examination of 
ry present member in a_ special 
clinic, where the routine procedure was: 
physical examination, roentgenogram of 
the chest, and tuberculin test. With 
very few exceptions, the full schedule 


edure except in 
kee ng a roup under inned observa- 


detailed 
made from the 


report of the 
gsport will be 1 

f Health Tennessee 
ederal census of 1930 gives the 
Kingsport as 596 The persons living and 
numbered 556 Onls 


negro popu- 


the families surve 
» have been omitted 
examined), but it is probable 
missed 


thers may have been 
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of examinations was carried out for all 
persons, regardless of whether or not 
there was any reason to suspect 
tuberculosis. 

In addition to numerous other items 
which do not come into the present 
discussion, each family schedule gave 
the following: 


1. Date of establishment of the household, 
which may be defined more exactly as the 
date when the present head of the household 
came into that position. This is an important 
item, as it marks the date from which at 
least one informant may be expected to have 
first-hand knowledge of occurrences within 
the household. 

2. A list, by name, of all persons present in 
the household when the schedule was made 
out, giving, for each person: familial relation- 
ship, date of entrance into household, age at 
time of investigation, record of any present or 
past illness diagnosed as certain or probable 
tuberculosis, record of clinic examination, and 
a detailed account as to time and circum- 
stances of any known household contact with 
antecedent cases of pulmonary tuberculosis. 

3. A list, by name, of all former members 
of the -household, giving, for each: age at 
which entered the household, record of known 
or suspected tuberculosis while in the house- 
hold, record of household contact with ante- 
cedent cases of phthisis; age at which with- 
drawn from the household, status when with- 
whether living or dead—and, if dead, 
death, with 


drawn 


aate ol ascribed cause 


These records were made with great 
care, each family being revisited as 
often as necessary to check and com- 
plete the information; and as_ the 
families were thoroughly codperative, it 
is believed that the facts within their 
knowledge were stated with fair ac- 
curacy. From the histories obtained, 
it is probable that the deaths ascribed 
to pulmonary tuberculosis actually were 
due to that cause; but it is by no means 
certain that these were all the deaths 
attributable to tuberculosis, and as to 
non-fatal cases of this disease the his- 
tories, both negative and positive, ob- 
viously are subject to considerable error. 
Also, the early history of former mem- 
bers, who born outside of the 
households in which they were recorded, 


were 
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must often be unknown. However, in 


or HEALTH 


a period of 1 year and, since this rate 


general, the facts are simple and, for varies widely with age, it is necessary Mor? 
the period since establishment of each for significant comparisons that it be 
household, presumably within the stated separately for each age group. 
knowledge of the informant. We need, therefore, to reduce the mor- 
The whole group of 132 families tality of the Kingsport families to these 
furnished records of 794 present and same terms, namely, age-specific annual 
former members, classified as follows: death rates. To accomplish this, it is 
G@) Living and present at time necessary to convert the observations 
of survey 555 on the family group to terms of life. 
(2) Former members of same experience, of which the unit is 1 per- 
households, not present at son under observation for 1 year, or | 
spe igi. 4 living 142 person-year. The procedure to this end, 
(b) dead, (27 of tbe. 69 which is an application of the familiar 
of other causes) 96 principles of life-table construction, is 
——— 238  jllustrated in Table I, which shows in 
Total: detail the summation of life-experience 
otal: present and former members 794 ons es 
within the age-limits 0-5 years. 
Before discussing mortality and mor- As indicated in this table, 363 chil- 
bidity from tuberculosis as related to dren, born in the families to which they of li 
history of known household contact are allocated, came under observation 0-1 
with the disease, it is desirable, as a de- at the beginning of the first year of life. veal 
scription of method and a check of the Of these, 18 died within their first at 
data, to compare the mortality from all year, and 15 others were less than | wit! 
causes in the entire group with the year old when the record was taken, so ing 
current mortality in the negro popula- that a total of 18+ 15 —=33 were ced 
tion of the state as a whole. The force withdrawn from _ observation _ before chil 
of mortality in the population of the completing the year. Counting each dra 
state is expressed in terms of the person withdrawn before the end of tim 
annual death rate, that is, the ratio of the year as having been in the house- nev 
deaths to persons under observation for hold 2 year, we have as the aggregate dra 
sec 
TABLE I ve 
SUMMATION OF LirE-EXPERIENCE AND Mortarity Between THE AGE-Limits 0-5 YEARS 
IN 132 Necro FAMILies 
Number Mean Death all 
Number Number withdrawn Number number rate per ex] 
present at added (living) dying present 1,000 SUI 
Year of beginning during during during during during the 
Age of year year year year year year 36 
x to x+l n, wy d, L, m, va 
0-1 363 0 15 18 346.5 51.9 - 
1-2 330 3 3 4 328.0 12.2 < 
2-3 326 3 16 6 316.5 19.0 
34 307 4 12 0 303.0 rae oe 
4-5 299 5 14 3 293.0 10.2 Ww! 
The derivatives from the primary figures (1x, nx, wx, dx) are: 
Is +1 = Ie + ox = we — dz. tw 
Lx = Ile + % (nx— wx—dsz). su 
mz = 1000. ds 
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TABLE II 


iry FROM Att Causes, BY AGE, IN NEGRO FAMILIES OF 


KINGSPORT, FROM DATE OF 


ESTABLISHMENT OF Eacu Famity To Date or EXAMINATION, AND MortTALITYy 
Rates In Necro PoputaTIONn oF State, 1920 


Negro families of Kingsport 


Negro popula- 


Person-years of 
ige life-experience 
Under 1 346.5 
1-4 1,240. 
5-9 1,259. 
10-19 1,916. 
20-29 2,190. 
30-39 
40-49 


}~59 


60+ 


Total 


U. S. Mortality Statistics, 1920 


fe experience between the age-limits 
)-1 year, 363 — 33/2 = 346.5 person- 


in the second year of life, we begin 
with 330 (363 — 33) children remain- 
ing under observation from the pre- 
ceding year; and during the year 3 new 
children are added, while 7 are with- 
drawn. Allowing / 4 year as the mean 
time spent in the household for each 
newly added person and each one with- 
drawn, the total life-experience in the 
second year, between the age-limits 1—2 
3—7 
rs, is 330 +- ——— = 328. 
2 

| the same way, taking account of 
additions and withdrawals, the life- 
experience in each successive year is 
summed up, until we have entered in 
table a total of 378 individuals—the 
3} present at birth plus 15 added at 
rious times—of whom 91 have been 
thdrawn before reaching the age of 
31 by death and 60 for other 
reasons. In terms of person-years, 
where the unit is 1 person observed for 
ear, the aggregate life-experience be- 
en the age limits 0-5 years, is the 
of the five L, values in the table, 
iely, 1,587 person-years. Within 


ears, 


Deaths, 
all causes 


— 
Annual Death 
rates per 1,000 
18 51.9 


tion of Tennessee. 
Death rates 
per 1,000, 1920 * 
120.0 
14. 


> Oe Vs 


o 


this experience 31 deaths  oc- 
curred, hence the annual death rate 
between the age-limits O-5 years is: 
31/1,587 & 1,000 = 19.5 per 1,000. 

Table II, constructed by continua- 
tion of the process illustrated in Table 
I, shows the entire-life experience of the 
794 present and former members of the 
132 families at successive ages from 
infancy to old age. The aggregate is 
9,671.5 person-years; and in each age 
class except the oldest, the experience 
comprises several hundred _person- 
years. Opposite each age-group are set 
the deaths which occurred at that age, 
and the next column gives the annual 
death rate per 1,000 in the age class, 
calculated as the ratio of deaths to 
person-years. The last column shows, 
for comparison, the annual death rates 
at corresponding ages in the negro 
population of the state in 1920. 

The death rates in the Kingsport 
families are approximately equal to 
those in the negro population of the 
whole state in the age group 1-19 
years, and at ages over 50, but are very 
much below the state experience in the 
first year of life, and in adults aged 
20-49 years. The low infant mortality 
in the Kingsport families is probably 
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rate 4 
uD 
lor- 
ese 
ual 
= 10.5 
fe- 5.6 4.0 
8.9 7.1 
1 6.8 15.0 
8.3 17.0 
1.3 17.4 
val 308. 25.9 26.1 
88 45.5 67.0 

9671.5 9.9 18.0 
e |_| 
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TABLE Ill 


Morsipiry AND Mortatity FROM TUBERCULOSIS IN NEGRO Famuties, KINGSPORT, BY Ace, 
TOGETHER WITH MORTALITY IN THE NEGRO POPULATION OF THE STATE, 1920 


Deaths from tuberculosis 
AY 


Cases of —, 
Life- tuberculosis * Kingsport families Negro 
Kingsport families Attack rate Rate of State 
Age periods person-years Number perl,000 Number’ perl,0UU rate per 1/00* 
Under 1 346.5 2 5.8 1 2.9 2.8 
1+ 1,240.5 2 1.6 1 0.8 1.1 
5-9 1,259.0 5 4.0 2 1.6 0.7 
10-19 1,916.5 19 9.9 8 4.2 aa 
20-29 2,190.5 17 7.8 7 3.2 5.8 
30-39 1,557.5 18 11.6 4 2.6 4.0 
40-49 764.5 6 7.8 1 3 2.8 
50-59 308 .5 4 13.0 2 6.5 3.0 
60 & over 88.0 4 45.5 1 11.4 $.7 
All ages 9,671.5 77 8.0 27 2.8 3.1 


* From U. S. Mortality Statistics, 1920. 


t Cases classed as “ suspected ’’ make up about one-third of the total 


due in part to the fact that the standard 
of living of the negroes in that city was 
well above the average; but it may be 
attributable in part to failure of in- 
formants to note some of the deaths of 
infants at very early ages, this being an 
error not unlikely to occur. The low 
mortality in adults aged 20-50 can 
hardly be attributable to any similar 
error. It more probably reflects the 
selective character of the life-table ex- 
perience, which, being made up from 
the records of persons residing in 
established families, largely excludes 
certain classes of young adults suffer- 
ing excessive mortality, namely, married 
couples of which both members have 
died young, residents of institutions, 
vagrants, and transients. With due 
regard to these considerations and 
to the small number observed, the 
agreement between the Kingsport mor- 
tality record and state-wide experience 
is close enough to indicate that the 
familial records are not grossly 
erroneous. At the same time, it needs 
to be clearly recognized that in certain 
important respects the method em- 
ployed is selective with respect to 
mortality. 


The i132 families furnished records of 
27 deaths ascribed to tuberculosis. In 
addition to these, the clinic examina- 
tions revealed 50 more or less definitely 
diagnosed cases of pulmonary tuber- 
culosis in living members of the fami- 
lies, making a total of 77 cases living 
and dead.* Distributing these 77 
cases according to age at onset of 
illness—as nearly as this could be 
ascertained—and distributing the fatal 
cases according to age at death, age- 
specific annual morbidity and mortality 
rates are derived as shown in Table III, 
which also shows corresponding death 
rates in the negro population of the 
state. It will be observed that the 
tuberculosis mortality rates are very 
similar to those prevailing in the state 
at large, and that the morbidity rates, 
though much higher than usually shown 
in official records, are reasonable in 
relation to the mortality. 

The foregoing tables of mortality and 


*A majority of the 50 cases recorded in living 
members were judged to be inactive at the time of 
examination, and of these a considerable proportion 
were classed as “ suspected.”” A reéxamination of the 
suspected cases, which is now in progress, indicates 
that some 10 to 15 of this group may eventually be 
classified as negative, making a proportionate reduc- 
tion in the morbidity rates of Tables III and IV. 
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jidity in the whole group of families 
e been included only to illustrate the 
, and methods used and to check 
the reasonableness of the results (as to 

tality), by comparison with current 
experience in the negro population of 

state at large. We come now to 
the question of morbidity and mortality 
in familial contacts of known cases of 


verculosis. 


GE, h 
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came into household exposure subse- 
quent to entry into the family. 

When the population is thus sub- 
divided, the numbers upon which age- 
specific rates must be calculated become 
so small that for significant comparisons 
it is necessary to summarize the results. 
For this the most convenient form is a 
statement of annual morbidity and mor- 
tality rates at all ages, adjusted to a 


TABLE IV 


MorBIDITY 


TUBERCULOSIS. NEGRO 


Basis of Comparison 
Person-years in classification 
Cases of tuberculosis: number 
annual attack rate per 1,000 
| Deaths from tuberculosis: number 
: annual death rate per 1,000 
Deaths, all causes: number 
annual rate per 1,000 


\ orbidity and mx 
32 families. 


wtality rates 


Of the 794 persons included in the 
study;-299 gave a history of having 
been, at some time, in household con- 
tact with a case of certain or probable 
pulmonary tuberculosis. The mortality 
ind morbidity rates in these known 

contacts” subsequent to their ex- 
wsure have been calculated by making 
) a life-table in which each contact is 
entered only for that period of his resi- 
dence in the family after the known 

usehold exposure began, recording 
igainst this experience the subsequently 
bserved mortality and morbidity.* As 
a control, a similar table has been made, 
dating from entry into the household, 
for all persons who gave no history of 
known household contact, the 
preéxposure experience of those who 


Where the known exposure occurred before en- 
e of the individual into the household in which 
listed, the post-contact life-experience is dated 


entry into present household 


AND MortTALiIty IN RELATION TO History OF FAMILIAL 
POPULATION, 


adjusted to age-distribution of the 


CONTACT WITH PULMONARY 


Kincsport, TENN. 


Contact history 


A 


Positive Negative 
2,199 7,472.5 
26 51 
12.91.7 6.80.64 
10 17 
4.61.01 2.30.38 
28 68 
12.81.62 9.2+0.67 


entire life-experience in the whole 


population of standard age-distribution. 
The comparisons made on this basis, in 
Table IV, indicate that the persons 
with a positive history of household 
contact suffered thereafter tuberculosis 
morbidity and mortality rates about 
double those of the control population, 
and in addition, suffered a materially 
higher mortality from other causes, 
"The figures given in Table IV show 
only the average morbidity and mor- 
tality risk for all familial contacts in 
this group of families, as measured by 
comparing their morbidity and mor- 
tality rates with those of a control 
drawn from the same universe. Given 
sufficiently extensive and exact data, it 
would be quite possible, by similar 
processes, to measure the variations in 
this risk as related to numerous cir- 
cumstances which presumably are of 
importance, as, for instance, the age at 
which exposure first took place, its 
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duration, the activity of the case to 
which the individual was exposed, par- 
ental history, etc. The number of 
persons included in this particular set 
of records is too small for such sub- 
divisions as these more detailed studies 
would require and, indeed, is so small 
that no special significance should be 
attached to the result given as a 
measure even of the average risk to 
contacts in negro families. It is, how- 
ever, of interest to note that the rela- 
tive rates of mortality in the contact 
and control groups, respectively, are in 
reasonable agreement with the observa- 
tions of Weinberg (1913, pp. 123-129) 
who, in his extensive study found that 
the children of tuberculous parents suf- 
fered rates of mortality (at ages under 
20 years) from all causes about 1.28 
times and from tuberculosis about 2.16 
times the rates prevailing in the com- 
munity at large. 

It should perhaps be added, though it 
is sufficiently obvious, that in the 
procedure applied here, no attempt is 
made to distinguish between the risk 
resulting directly from exposure and 
that which may be due to constitutional 
weakness or generally unfavorable en- 
vironment. These questions may be 
approached by the same _ general 
method, but require much more 
extensive data. 

The method which has been de- 
scribed is in no sense new in its appli- 
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cation to studies of tuberculosis. It 
has been used by Elderton and Perry, 
in their studies of the mortality of per- 
sons treated in sanatoria; by Weinberg, 
in his excellent and extensive study of 
the mortality of children born of 
tuberculous parents; and by others. It 
appears, however, to have been applied 
little, if at all, to retrospective records 
of the kind here discussed; and since 
it is records of this character which 
are most readily available from the ex- 
perience of public health organizations 
and clinics, it has appeared worth 
while to call attention to this general 
method for the study of material which 
at present too often remains unas- 
sembled. 
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Note: For the original records of this 
study, I am indebted to Dr. E. L. Bishop, 
Commissioner of Health of Tennessee, and to 
Drs. William D. Hickerson, Virginia Hicker- 
son, J. C. Ellington, and J. M. Bent, consti- 
tuting the field staff of the study unit. For 
the compilations shown, I am indebted to 
Dr. James A. Crabtree, of the Tennessee State 
Department of Health, and formerly of the 
staff of this school. 


Medical Examination of 
Domestic Servants’ 


CHARLES V. CRASTER, M.D., D.P.H., F.A.P.H.A. 
Health Officer, Newark, N. J. 


N modern government the state has 

assumed the responsibility for the 
ire of the indigent sick and has 

dened many curative activities into 
eal preventive measures. Thus we do 
not wait for epidemics to develop as a 
result of sewage contamination of our 
water supplies, or for cases of food 
poisoning to result from sophisticated 
r adulterated foods. The requiring of 
clean water, milk, and food supplies is 

much a preventive activity as are the 
definitely preventive measures against 
diseases by inoculation or vaccination. 
lt is such efforts to promote health that 
have called for the extension of safety 
levices into wider and wider channels 
governmental control. 

[t required the wide public interest 
{ the “ Typhoid Mary ” story to show 
the danger to individual households of 
in undetected typhoid carrier employed 
is a cook. The result of this publicity 
vas the adoption by the New York 
Health Department of a requirement 
for the medical examination of food 
handlers. Dr. Louis I. Harris, the Health 
Commissioner, after 2 years’ experience, 
made the following significant state- 
nent: 

It is only a beginning, but one whose sig- 
ficance and ultimate possibilities may well 


called impressive. The manifold benefits 
it may ultimately accrue from this system 


Read before the Health Officers Section of the 
an Public Health Association at the Sixty-first 
Meeting in Washington, D. C., October 26, 


must be left to the imagination of those who 
have glimpsed the possibilities of preventive 
medicine and especially of adult hygiene and 
periodical medical examination. 


EXAMINATION OF FOOD HANDLERS 
STARTED IN [920 


This work, so well begun in New 
York, was adopted by Newark, N. J., 
in the middle of 1920, and since that 
time 150,000 examinations of food 
handlers have been made. The con- 
ditions encountered were tuberculosis, 
venereal disease, skin diseases, and 
various purulent conditions of the 
mouth, ear, and nose. During the 11 
years the examinations have been car- 
ried on by the Newark Department of 
Health, there has been little or no 
opposition by the owners of restaurants 
and eating places, and we have received 
the full codperation of the various labor 
unions. Even among the employees 
themselves it is not considered a hard- 
ship. The law acts as a bar to the 
employment of the sick and diseased, 
who would compete by accepting lower 
wages and longer hours. 

Although the findings of the examina- 
tions for 11 years in Newark indicate 
that contagion is not more prevalent 
among the food handlers than any other 
body of industrial workers, the evidence 
gathered in the first few years showed 
that many were being employed when 
in the infective stages of tuberculosis. 
That this condition has been entirely 
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eliminated is due undoubtedly to the 
semi-annual examination of food hand- 
lers. Skin diseases are rarely found 
among applicants; venereal diseases in 
the contagious state are frequently 
found. 

There was observed even in the first 
few months of the procedure a remark- 
able improvement in the general ap- 
pearance of food handlers. There was 
a more wide-awake and intelligent ap- 
pearance in all of them, due evidently 
to the elimination of the cheap labor 
of diseased persons previously engaged 
in other occupations who had sought 
the lighter and more elastic hours of 
restaurants and lunch counters. This 
is particularly important among the 
food-handling class for the reason that 
many are part-time workers, frequently 
recruited from married women and 
mothers of families who have some part 
of the day at their disposal. 


SINCE 1930 DOMESTIC EMPLOYEES HAVE 
BEEN EXAMINED 


The situation with regard to food 
handlers being adequately taken care 
of, the attention of the department was 
directed to the number of domestic 
employees attending the various clinics 
of the City Dispensary. Many of these 
were listed as tuberculous; others as 
suffering from venereal diseases in 
various stages of infectivity. The 
domestic servant by the nature of his or 
her employment was considered to be 
even more directly in contact with the 
family circle of the householder than 
the restaurant food handler. Some of 
them, such as nurse maids, take care 
of very young children, and _ their 
freedom from contagious disease is a 
matter of supreme importance. Others, 
such as cooks, waitresses, maids, 
laundresses, and chauffeurs, have not 
so direct contact with individuals, but 
none the less it is important to the 
family that no contagious diseases 
should exist among them. 
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TYPE OF EXAMINATION 

The ordinance requiring the medical 
examination of domestic employees was 
passed in September, 1930. It requires 
all domestic employees to file with the 
Department of Health a certificate 
from a duly licensed physician setting 
forth that such persons are free from 
tuberculosis, and any other contagious 
or communicable disease. The cer- 
tificate has to be made upon blanks 
supplied by the department, and is good 
for a period of 6 months. Provision 
was made for a free examination at the 
department clinics. After the examina- 
tion a domestic servant’s card is issued 
bearing a photograph of the applicant. 
The penalty for failure to comply is a 
fine of $25 for the first offense and $50 
for the second. Both the domestic and 
the employer are liable under the law 
for any violation of the ordinance. 

The number of domestics employed 
in Newark, according to the U. S. 
Census for 1930, was: males, 3,864; 
females, 9,674; total, 13,538. The 
group included under hotel and res- 
taurant help are food handlers generally 
and are not purely domestic in nature. 
It was considered that the census figures 
overstated considerably at this time the 
number of individuals employed in the 
domestic group. This was verified by 
a house-to-house canvass of the resi- 
dential districts, where it was found 
that owing to the business depression 
families were either doing without 
domestic help or had considerably re- 
duced the number of servants employed. 

The enforcement of the domestic 
servants ordinance was placed in the 
division of sanitation. The actual ex- 
aminations are conducted in the dis- 
pensary clinics under the supervision of 
the bureau of tuberculosis. The form 
of examination carried out is similar 
to that for food handlers, and includes 
examination of the skin to detect dis- 
eases such as _ eczema, psoriasis, 
abscesses, cuts and wounds. The at- 
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‘ion of the examiner is directed to 
the possible association of skin diseases 
with syphilis. When such is suspected, 
, \Vassermann blood test is required. 

lhe examination of the chest must 
include all known procedures for the 
determination of chronic pulmonary 
diseases. Any abnormal chest condi- 
tion found is sufficient cause for re- 
ecting the applicant pending X-ray or 
fluoroscopic examination. 

lhe examination of the nose, mouth, 
teeth, throat, ears, and eyes is directed 
toward the discovery of acute or chronic 
conditions of an _ infectious nature. 
Especially where there is a discharge, 
swabs are taken for examination. 

Blood tests are required where there 
is a history of typhoid fever or syphilis. 
When there is no scar, vaccination 
against smallpox is required. 

In the examination for venereal dis- 
ease in the case of males a routine in- 
spection of the sexual organs is required. 
Where suspicious sores or discharges 


are present, swabs are taken for dark- 
examination and blood for a 
For women, there is re- 
quired a statement from each applicant 
of freedom from venereal disease. 


held 


Wassermann. 


DOMESTIC EMPLOYEE'S CARD 

\fter examination the applicant, if 
approved, takes the history card to the 
sanitary division, where a domestic 
servant card is issued bearing a photo- 
graph of the individual. Where there 
is doubt as to diagnosis for any reason 
whatsoever, the applicant is given a 
reexamination slip and a_ temporary 
card. This is usually for a week or a 
month. When an applicant is rejected 
the physician notifies the sanitary 
division, which in turn notifies the em- 
ployer and employee in writing. The 
cause for the rejection is never given 
to the employer. 

\s is the case with all new laws, a 
considerable amount of education and 
ublicity was required. All employ- 
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ment agencies, public and _ private, 
were brought into the department for 
a conference. The new ordinance was 
explained and it was pointed out that 
no domestic employee should be placed 
in any position without possessing the 
domestic employee’s card. Local 
newspapers carried copies of the new 
ordinance displayed above help wanted 
advertisements. Domestics advertising 
for places were mailed copies of the 
law with instructions for examination. 
All hotels, clubs, lodging houses, and 
institutions were canvassed and _ their 
domestics sent down for examination. 
A house-to-house canvass was carried 
out in the residential districts and all 
householders were duly informed of the 
new ordinance. 

During the year 1931 the law was 
not generally known to the public and 
the follow-up system had not been suf- 
ficiently organized. More definite 
efforts in the early part of 1932 pro- 
duced better results. The number of 
examinations to date follows. It will be 
observed that there were over 10,000 
examinations during first 8 months this 
year compared to 2,863 during 1931. 


EXAMINATIONS 
Private At Our 
Doctors Clinic 
1931 291 2,572 
8 Months, 1932 1,282 8,879 


Total 
2,863 


10,161 


INFECTIONS FOUND 

As a result of clinical examinations 
and a check-up of domestics attending 
the venereal disease clinics the follow- 
ing figures were obtained: syphilis in all 
forms 115, positive Wassermann 52, 
negative Wassermanns 63. Among the 
group found infected with syphilis 66 
were day workers, the remainder 
domestics in various lines of employ- 
ment. 

There were 39 cases of skin diseases 
reported. These included impetigo, 
scabies, seborrhea, acne vulgaris, 
psoriasis, and purpura. 
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Among the 34 cases of tuberculosis 
found 14 discontinued work, 8 moved 
and could not be traced, 5 were sent 
to sanatoria, 4 in arrested stage were 
allowed to work, 1 died, 1 worked out- 
side the city, 1 left for his home in the 
South; 25 were colored and 9 white. 

The Newark ordinance did not 
specify that the domestic suffering from 
a contagious disease had to be in the 
communicable stage to be excluded 
from employment. It is assumed, how- 
ever, that this was the intent of the 
ordinance, and therefore domestics with 
arrested tuberculosis or with venereal 
disease in a non-communicable form 
are allowed to continue in their occupa- 
tion. With regard to those with dis- 
eases in the communicable state, the 
applicant is refused permission to con- 
tinue in employment and the employer 
so informed. The department follows 
up all applicants who have been found 
infected, to see that proper treatment 
is being carried out. By the city ordi- 
nance we cannot divulge the nature of 
the disease to the employer. This is 
better for the self respect of the 
domestic and insures greater effort in 
bringing about proper and continuous 
treatment. 


A PRACTICAL METHOD OF SAFEGUARDING 
THE FAMILY 

I am asked repeatedly, “Is the ex- 
amination of food handlers and 
domestics possible for small communi- 
ties in the light of the cost for 
specialized service?” The answer will 
depend upon whether a complete medi- 
cal examination is contemplated, as in 
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the case of life insurance companies, or 
an examination for contagiousness only. 
If the latter, the necessary examination 
is not so extensive and can readily be 
carried out by a well equipped phy- 
sician in a few minutes for each appli- 
cant. Blood tests and X-ray work will 
require of course longer. 

Routine Wassermanns and X-ray 
examinations are not made as yet un- 
less symptoms indicate their necessity. 
Among certain groups of domestics, 
such as the day workers, the taking of 
a routine blood test might be of ad- 
vantage. In fact, we are to start 
making Kline tests in certain groups of 
domestics within a few weeks, as our 
Law Department is of the opinion that 
it is satisfactory, providing applicant 
signs a routine permission form. The 
same may be said of the need for a 
mental or intelligence test. This might 
be a good procedure for those in charge 
of babies and children when quick 
thinking is sometimes a necessity to 
avoid accidents or the doing of things 
that might be hazardous to the lives of 
little ones. From the venereal disease 
standpoint, vaginal smears are to be 
taken from this particular group of 
baby nursemaids. 

From the viewpoint of preventive 
medicine, there can be little doubt that 
the examination of food handlers has 
served as a useful and continuous aid 
in our campaign for cleaner foods. Its 
extension to domestic employees seems 
a well worthwhile activity, having as its 
object the exclusion from the homes of 
our people of those with contagious 
diseases. 


- 
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Sunlight and Health’ 


HAVEN EMERSON, M.D., F.A.P.H.A. (Life Member) 
Professor of Public Health Practice, Columbia University, New York, N. Y. 


HE heretic Pharaoh Akhnaton, 

about 3,290 years ago, insisted 
that there was only one God, one 
source of all goodness and life, the Sun. 
He has had many successors and he 
was doubtless preceded by religious 
worshippers of light or heat from the 
Sun. His disciples are found among 
the heliotherapists today and it behooves 
us to speak cautiously when in the 
presence of such enthusiasts. 

We know that sunlight was used in 
the treatment of disease by Hippoc- 
rates at Cos, and by the Priests of 
\esculapius at Epidaurus, The in- 
terest of modern medicine with the use 
of light in treating disease began 
seriously with the work of Finsen in 
i893, who cured lupus by localizing the 
light rays of the sun, after filtering out 
the heat rays. It is by raising the local 
ind general resistance, not by destroy- 
ing the tubercle bacillus in the skin that 
ultra-violet rays cure lupus. Ten years 
later (1903), Rollier started his sun- 
light treatment of surgical tuberculosis 
in Switzerland. 

The relation of the lack of sunlight 
to the etiology of disease was first de- 
scribed by Palm, an English physician, 
in 1890, when he attributed rickets to 
insufficient sunlight, noted the seasonal 
incidence of the disease, and described 
its prevention and treatment by the use 
of sunlight. 


"Read at a Joint Session of the Public Health 
rineering and Industrial Hygiene Sections of the 
\merican Public Health Association at the Sixty-first 
ual Meeting in Washington, D. C., October 24, 


An abundant literature has developed 
on the known and imagined relation- 
ships between sunlight and health and 
mortality, and the therapeutic appli- 
cation of part or all of the radiant 
energy of the sun in preventing and 
treating symptoms and persons. 

As a factor in the environment of 
man, of the deepest and probably, 
biologically speaking, most ancient 
significance, sunlight as the indis- 
pensable cause of the growth of green 
plants, and as a condition without 
which man cannot retain health or con- 
tinuously reproduce his kind has an 
importance which increases steadily 
with man’s persistent complication of 
housing in the interest of his physical 
comfort and convenience. 

May I assume that you are at the 
moment less concerned with light as a 
resource. in the treatment of disease, 
than in evidence or accepted opinion as 
to the preventable conditions resulting 
from too much, or not enough, sun- 
light. 

Excess of sunlight is known to cause 
two types of disturbance, physical 
lassitude, and nervous irritability, the 
former apparently due to the heat, the 
latter to the light radiations particu- 
larly. Insolation or “sunstroke” may 
be produced by excessive heat in the 
absence of sunlight. 

In southern Arabia, in our own 
deserts, and in the tropics of several 
continents, man’s survival has always 
depended upon his sheltering himself 
from the heat of the sun, even when his 
skin is by adaptation capable of pro- 
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tecting him against the over-stimulation 
of the light rays. In_ temperate 
climates, the injudicious sudden or 
extreme exposure of white skinned per- 
sons, especially of children and thin 
blond persons, to midsummer sun, even 
when not to a degree to cause sunburn 
or to damage from heat, not uncom- 
monly causes irritability, sleeplessness, 
loss of weight, and a variety of nervous 
phenomena of similar character. Snow 
blindness from excess of ultra-violet 
light and its reflection may follow ex- 
cessive exposure to sunlight in high 
altitudes in any climatic belt. 

In the treatment of surgical tuber- 
culosis in white skinned people the 
benefit seems to be in proportion to the 
pigmentation of exposed skin. 

Insufficient sunlight, which we can 
fairly assume need not, or does not, 
occur ordinarily in the tropics, but is 
common at part or all times of the year 
in temperate or polar regions, is re- 
sponsible for only one clearly defined 
clinical entity, rickets. 

The cause of rickets in its full com- 
plexity is not yet known, but it appears 
that the growing child from the ante- 
natal period to the age of 2 to 3 years 
cannot accomplish sound development 
of bone unless the calcium and phos- 
phorus metabolism has the benefit of 
the stimulation which sunlight gives to 
the ergosterol in the skin cells. 

The small amount of ultra-violet 
radiations that penetrates the ozone of 
our atmosphere is apparently indis- 
pensable to the normal development of 
bone of man and other mammals, 
unless its equivalent is artificially 
supplied by other means (cod liver oil, 
radiated oils, egg yolks, etc.). 

Nothing is plainer in the morbidity 
and mortality experience of our north- 
ern cities than that the presence of 
rickets contributes heavily to sickness 
and death from bronchitis and pneu- 
monia in young children, to lowered 
resistance to measles, whooping cough, 
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and tuberculosis, and more remotely, 
by reason of pelvic deformities, to ma- 
ternal deaths from difficult, instru- 
mental, or operative deliveries. A 
further serious by-product of rickets is 
the disturbance of dentition, and a 
greater susceptibility to caries and 
malocclusion of the jaws. Spasmo- 
philia is another condition closely re- 
lated to rickets and due to insufficient 
sunlight for healthy infancy. It is to 
be remembered that rickets is a general 
metabolic disorder affecting other tis- 
sues than the growing ends of the bones, 
particularly the voluntary musculature 
and the blood. 

It may well be that the growth and 
development of children and adults 
suffers disadvantage from insufficient 
sunshine or skyshine in other still un- 
recognized ways, but at least there is 
no other disease entity now described 
which is believed to be due to such in- 
sufficiency. Wise feeding alone will not 
prevent rickets in the absence of sun- 
light unless a substitute for solar radia- 
tion is added. The same action that 
determines the prevention of rickets is 
seen to act in assisting the repair of 
bone, whether this be in the callus of 
a fracture or in a bone diseased with 
tuberculosis. 

There are psychological values in 
sunshine well recognized in the treat- 
ment of disease, and particularly in the 
management of chronic and con- 
valescent patients, and it may fairly be 
assumed that the delight in the 
presence of sunlight, indoors and out, 
from infancy to old age, which is quite 
universal, is based on _ physiological 
benefits, whether they be because of 
warmth, dryness, ease of work, wider 
range of pleasures, range of color and 
form to delight the eye, or the feeling 
of euphoria that mankind gets from 
having his place in the sun. Sunlight 
assists in the healing of wounds on the 
surface of the body, relieves some of 
the pain of damaged tissues, and im- 


SUNLIGHT AND HEALTH 


proves the bactericidal properties of the 
skin in and about the wound. 

\part from these subjective, personal, 
bodily and spiritual relations of sun- 
light to health there are the objective 
or environmental effects of sunlight 


upon which some of man’s safety from 


his biological enemies depends. 
Sunlight and skylight in proportion 
their intensity and duration will 
sterilize surfaces exposed to them, and 
will even penetrate with bactericidal 
efiect into the unbroken skin, only a 
fraction of a millimeter in the normal 
blood-filled tissue, but as far as 4.25 
into the skin made anemic by 
pre ssure. 
This 


mim. 


bactericidal effect, which is 


ereatly reduced when radiations must 
pass through ordinary window glass 
obliquely into a room, is by a direct 
action on the cells, and not by the 
intermediate development of hydrogen 
peroxide or other chemical, and it is due 
to the photo-chemical capacity of the 


cell to absorb ultra-violet rays. In 
addition to this effect bacteria may be 
destroyed by the dehydration and 
oxidation caused by the heat rays of 
the sun. 

Perhaps the most important problem 
of environment in city housing in 
northern climates is provision for suf- 
ficient light, direct or diffused, from 
sun or sky, to maintain reasonable 
sanitation of rooms and halls through 
the disinfectant property of light, which 
if not hindered by curtains and dirty 
glass will accomplish much to reduce 
viability and virulence of the common 
human pathogens. 

Cloudiness, fog, smoke, or dusts, or 
combinations of these reduce radiant 
energy of sunlight below a point safe 
for the sanitation of the home or for 
the growth and development of infants. 
(he main factor in determining the 
effectiveness of ultra-violet solar radia- 
tions in benefiting human health is the 
thickness and quality of the atmospheric 
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envelope and the angle of incidence of 
the rays. Sunlight is much less con- 
trollable for selective therapeutic effect 
than are artificial radiations under 
many urban conditions of climate, 
smoke, etc. 

The long red and infra-red rays have 
effects upon the skin even when they 
are not appreciated by the eye as light. 
There has been recent suggestion 
offered by Leonard Hill of London to 
the effect that there are selective effects 
of some of these long infra-red rays 
coming from an open fire or incan- 
descent gas heater or dark electric 
radiating heater plate which favorably 
affect the mucous membrane of the 
nose and throat by reducing turges- 
cence, and tend to prevent colds. This 
suggestion will need much confirmation 
before it can be accepted. Light baths 
if carried with discretion to the point 
of erythema may increase general re- 
sistance to infection, an effect which 
can be produced also by heat of various 
origins, or by a mustard plaster. 

There are 3 indices of measurement 
for therapeutic strength of ultra-violet 
rays: (a) lethal effect on infusoria; 
(b) erythema of the skin; (c) bleach- 
ing of a solution of acetone and 
methylene blue. This bleaching may 
be repeated as much as 41 times in a 
day in the Alps, although it may take 
place only once or twice in a day in 
England in the winter. 

The total ultra-violet radiation from 
the sky exceeds that which comes 
directly from the sun. The sun at the 
zenith gives but 90 per cent of the total 
sky shine coming from blue sky. 

Man’s eyes suffer, and his effective- 
ness in near and far vision work is 
reduced when artificial light falls too 
far below the quantity and quality of 
sunlight. It is to sunlight that our 
eyes are biologically best adapted. 

Studies have been made in an effort 
to support our physiological evidence of 
the benefit to health from sunlight, by 
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proof of correlation between lack of 
sunlight and higher sickness and death 
rates. There are so many complicating 
economic, social, educational, and racial 
factors involved in comparing neighbor- 
hood or district death rates, on a basis 
of the amount of soot-fall, or on the 
quantitative presence of ultra-violet 
rays, that unequivocal evidence as 
sought has not yet been found, al- 
though the opinion is widely held that 
dark, smoky, foggy local atmospheres 
actually do cause a rise of local death 
rates. Certainly in London the presence 
of serious fog always causes a rise in 
deaths from respiratory, circulatory, 
and infectious diseases, and from acci- 
dents. 

When the air is dirty or smoky, 
cleanliness and window ventilation are 
discouraged, light is reduced, plant life 
is damaged, spirits are depressed, and 
vitality is lowered. 


Deatu Rates Per 100,000 Persons or Botu 
Sexes, Ace 10-19, Per ANNUM, FROM 
ORGANIC HEART DISEASE, 1916-1921, 
INCLUSIVE 

.03 

.42 

.38 

.88 

.92 


Chicago 19 
Detroit 76 


Boston 6. 
4. 
Cleveland 4.42 
- 


New York 
Philadelphia 
Richmond 
Atlanta 


Cincinnati 55 
Birmingham 67 

I am privileged to add here the pro- 
visional results of a study of the Jeath 
rates from organic heart disease (rheu- 
matic carditis) occurring in the age 
decade 10 to 19 years, in cities in this 
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country, according to latitude and 
smokiness of atmosphere, from an un- 
published report from the Department 
of Sanitary Science at the College of 
Physicians and Surgeons of Columbia 


University. 


As one follows the coast cities south 
from Boston to Atlanta he finds a fall- 
ing organic heart disease death rate in 
those 10 to 19 years of age, from 7.03 
per 100,000 per annum in Boston, to 
1.92 in Atlanta. 

Similarly in following soft-coal cities 
of the country from Chicago south to 
Birmingham, one finds a fall in the 
rate from 6.19 in Chicago to 1.67 in 
Birmingham. 

Many factors, and possibly fallacies, 
need consideration before accepting 
this as evidence that the changes in 
these death rates are related to climatic 
differences in ultra-violet radiations, 
which may cause differences in the virus 
of rheumatic fever or variations in the 
resistance of youth to this infection. 

We need studies of this kind. We 
need animal experimentation to supple- 
ment domestic and clinical observations, 
to supplement and correct our present 
convictions that sunlight, sunheat, and 
skylight have indispensable values to 
health and disease prevention which 
cannot safely be ignored, and for the 
preservation of which we are well 
justified in taking administrative action 
in the matters of housing and air purity, 
particularly in our northern cities. 


Health Problems Peculiar to the 


Southern States” 


JOHN A. FERRELL, M.D., Dr.P.H., F.A.P.H.A. (Life Member) 


Associate Director of the International Health Division of the 
Rockefeller Foundation, New York, N. Y. 


Eee region known as the “ southern 
states,” according to the bound- 
aries established by the Southern 
Medical Association, embraces 16 states 
and one-third of the population of the 
United States. In 1930 the residents 
of this area numbered 40,761,751, of 
whom 30,513,518 (75.9 per cent) were 
white; 9,420,880 (23.1 per cent) 
colored; 702,988 (1.7 per cent) Mexi- 
can; 117,369 (0.3 per cent) Indian; 
and 7,356 (0.02 per cent) Japanese or 
other orientals. This vast region con- 
sisting of 945,028 square miles, or 
approximately 32 per cent of the total 
area of the United States, lies mainly 
in the north temperate zone, but the 
live gulf coast states lie partly in the 
subtropical zone. Because of the loca- 
tion and climate of this section and its 
commerce with tropical countries and 

r service from them, the inhabitants 
are more exposed to tropical diseases 
than are residents in the northern states. 

(he history of the South, especially 
in regard to settlement, the Civil War, 
and the Reconstruction Period, as well 
as its agriculture and its large negro 
population, has given rise to the opinion 
now commonly held that it is a dis- 
tinct region, having common interests, 
advantages, and problems. The 
progress of public health in this region 
has been influenced by the development 
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of its political, educational, and social 
institutions, and by economic condi- 
tions. Prior to the Civil War, the gen- 
eral standard of living, except among 
the plantation owners, was low. The 
four years of Civil War and the subse- 
quent years of misrule during the 
Reconstruction Period left the South 
prostrate and poverty stricken. The 
sickness and death rates were known to 
be high, but their exact levels were not 
uniformly recorded. During the last 
decade of the 19th century the South 
began to emerge into a new and 
brighter era. Leaders appeared to give 
guidance in bettering economic condi- 
tions, in improving agricultural meth- 
ods, in developing the public school 
system, in building roads, and in 
furthering other progressive movements. 
Each of these advancements had a 
bearing on the public health, but as a 
distinct movement in itself, public 
health made very little, if any, progress 
until the 20th century was under way. 

When the Rockefeller Sanitary Com- 
mission was organized in 1909 to com- 
bat hookworm disease in the South, the 
states of Maryland, North Carolina, 
Virginia, and Florida had recently ap- 
pointed full-time state health officers, 
and such cities as Baltimore, Richmond, 
Savannah, and Jacksonville had de- 
veloped health services creditable for 
that period. In general, however, the 
states, cities, and counties of the South, 
prior to 1910 did not have any real 
health service, although part-time 
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physicians may have been employed by 
state and local governments during 
epidemic outbreaks. The codperation 
of the Rockefeller Sanitary Commission 
with the states of the South gave 
impetus to the health movement. The 
$1,000,000 donation of Mr. Rockefeller 
to combat hookworm disease was ex- 
pended in 12 southern states during the 
years 1910-1915. It made it possible 
for each state department of health to 
have from 4 to 6 full-time health 
officers with laboratory assistants who 
conducted clinics and educational work 
throughout the states. The accomplish- 
ments against hookworm disease and 
soil pollution made public health his- 
tory and incidentally created a popular 
desire for a creditable and continuous 
health service. At the same time the 
state health departments were being 
organized and strengthened. Their 
work was placed on a full-time basis in 
practically all southern states and 
divisions for diagnostic laboratory 
service, communicable disease control, 
vital statistics, and sanitary engineering 
were created and financed by legislative 
action. 

Beginning with the admission of 
Maryland into the U. S. Registration 
Area for deaths in 1906, followed by 
the admission of Kentucky and Mis- 
souri in 1911, and Virginia in 1913, the 
movement for the improvement of 
vital statistics records has finally 
brought into this area all the southern 
states except Texas. This state will no 
doubt be admitted in due course. The 
New England states, Michigan, Indiana, 
and the District of Columbia, which 
comprised the original registration area, 
had been admitted by 1900. Only in 
the past ten years or less, therefore, has 
it been possible to compare the general 
and specific causes of death in the 
southern states with similar records for 
other sections of the country. 

While the state health organizations 
were gaining strength, full-time county 


AMERICAN JOURNAL OF PuBLIC HEALTH 


and city health departments were being 
developed in the southern states. In 
1915, of the 14 full-time county health 
departments operating in the United 
States, 11 were located in the South: 
1 in Kentucky, 2 in Alabama, 2 in 
Georgia, and 6 in North Carolina. At 
the close of 1931, of the 596 full-time 
county health organizations in 34 
states, 451 were located in the 16 
southern states, serving more than 
17,000,000 inhabitants, or approxi- 
mately 43 per cent of the total popula- 
tion of this section. The U. S. Public 
Health Service, the Rockefeller Founda- 
tion, and other extra-state health 
agencies supported this movement. 
Although in the South the health 
movement was slower in starting and 
was confronted with greater difficulties 
and more serious problems than in other 
sections of the country, it developed 
more rapidly there in the past 20 years 
than elsewhere in the United States. 
Public health work, we are confident, 
has greatly improved the health status 
of the people of the South, but owing 
to lack of complete records, except for 
recent years, we cannot accurately de- 
termine the extent of the improvement. 
Table I compares the average death 
rates for 1929, the latest published 
figures, of whites and negroes separately 
for 34 causes of death in 14 southern 
states with the rates in 8 northern 
states. In the columns to the right are 
shown the comparative averages for 14 
states. If the average death rate for 
the southern white population be re- 
garded as “1” (see column A), then 
the rates for the southern colored popu: 
lation would be the figures in the second 
column, B, and those for the northern 
states the figures shown in the last 
column, C. A study of the table re- 
veals that in the South the negro rates 
are markedly higher than the white 
rates for syphilis, homicide, gonococcal 
infections, and pellagra, and con- 
siderably higher for pulmonary and 
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TABLE I 


Group 1. DeratH RATES PER 100,000 PoPpULATION 


Comparative 
Averages 


| Aver- |Varia-| Aver- Varia-| Aver- |Varia-| BY | « 


age | tion | age tion | age | tion So. \North 


So. Col. Northern | 


| So. White 


CAUSE 


25) 
sSa 
.50 
.46 
41 
41 
19) 
3 


36) 
| 
1 
1 
1 
1 
1 
1 
1 
| 
1 
1 

1 
1 
1 
1 
| 
1 
1 
1 
1 
1 
1 
1 
1 


.63 
22) 
86) 
.62 


21 
.60 
.12 
.76 
89 
.74 
.65 


.98 
.06 


i$. 


Typhoid & paratyphoid 
21. 


6 
Malaria 9 
Measles 2 
Scarlet fever 2 
Whooping cough 7 
Diphtheria 9 
Influenza (Pulmonary)} 49. 
(Other) 30. 
Dysentery 5 
Erysipelas 2 
Poliomyelitis 0. 
Lethargic encephalitis 0. 
Cerebrosp. meningitis | 2 
Rabies | 0 
Tetanus 1 
Tuberculosis (Pulm.) 52. 
(Other) 5 

4 

0 

1 

1 

2 

6 

1 

7 


00 
0.33 
0.18 

0.13 
0.28 
0.31 
0.79 
5| 0.46 
0.32 
0.20 
0.24 
0. 36 
0.11 


Syphilis 

Gonococcal infection 
Pellagra 1 
Exophthalmic goiter 
Alcoholism 

Lobar pneumonia | 36. 
Suicide | 4 
Homicide 
Accidents 


t 


69. 


~ 


Group 2. DEATH RATES 

. 23) 45.74 
8.91 
0.58 
35.10 
34.09 


Cancer 32.02 
Diabetes | 5.90 
Tabes dorsalis | 0.44 
Cerebral hemorrhage 32.59 
Chronic nephritis 40.97 
Group 3. Deatu Rates Per 1,000 Live BIRTHS 

Diarrh. and Enteritis 
under 2 years 1} 0.23) 15.82) 0.33 
Puerperal causes 3, 0.15) 12.86) 0.16) 
Diseases of early 
infancy 25.96 0.11] 30.54) 0.26 

| 


7.38 
6.35 


10.2 0.29) 1 
0.07, 1 


26.68) 0.08 


Mo., Okla., S. C., Tenn., 


Wash 


Ala., Ark., Fla., Ga., Ky., La., Md., Miss., N. C 

Calif., Ill., Mass., Mich., N. Y., Ohio, Pa., 

Averages are the means of individual states’ rates 

U. S. Bureau of Census figures for 1929—Table prepared by Hugo Muench 
Member of (1. H. D.) Rockefeller Foundation 


14 Southern States: 


8 Northern States: 


M.D., Statistician and Staff 


other forms of tuberculosis, as well as 
tetanus, typhoid and _ paratyphoid 
lever, malaria, whooping cough, and 
puerperal causes. The negro rate is 
irkedly lower than that of the whites 


of the South for scarlet fever, suicide, 
erysipelas, rabies, lethargic encephalitis; 
noticeably lower for measles and diph- 
theria, and lower to a less degree for 
tabes dorsalis, poliomyelitis, cerebro- 
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spinal meningitis, exophthalmic goiter, 
cancer, and diabetes. 

The death rates for southern whites 
are markedly higher than those for the 
population of the northern group of 
states, for malaria, pellagra, dysentery, 
typhoid and paratyphoid fevers; con- 
siderably higher for rabies, influenza, 
tetanus, whooping cough, and diph- 
theria; and higher but to a less degree 
for poliomyelitis, diarrhea and enteritis 
in children under 2 years of age, 
homicide, chronic nephritis, and puer- 
peral causes. The rates for the general 
population of the northern group of 
states are appreciably higher than those 
for the southern whites for exophthalmic 
goiter, cerebrospinal meningitis, and 
alcoholism; and higher but to a less 
degree for syphilis, tuberculosis, dia- 
betes, lethargic encephalitis, suicide, 
cancer, lobar pneumonia, erysipelas, 
measles, tabes dorsalis, gonococcal in- 
fections, accident, scarlet fever, cere- 
bral hemorrhage, and diseases of early 
infancy. 

Although the North has its excessive 
death rate from exophthalmic goiter 
and_ cerebrospinal meningitis, the 
South has its excessive rates among 
whites from malaria, pellagra, and 
typhoid. In general, however, the death 
rates among the southern whites com- 
pare favorably with the rates in other 
parts of the country. The negro death 
rates are generally exceptionally high 
and as a result have raised the average 
rates for many causes of death for the 
South. 

The rate of growth in public health 
expenditures has been more rapid in 
the South than elsewhere in the United 
States during the past 20 years. This 
is all the more striking when it is 
realized that the average per capita 
wealth in the southern states * ranges 
from $1,284 to $3,196, and the average 
per capita income 7 from $248 to $653, 
as compared with 8 northern states (see 
Table I, footnote) for which the per 
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capita wealth * ranges from $2,880 to 
$3,725, and the per capita income} 
from $661 to $1,158. 

The growth in public health expendi- 
tures can be illustrated by the fact that 
the health appropriations in the 1] 
southern states originally aided by the 
Rockefeller Sanitary Commission had 
increased from $225,395 in 1910 to 
$3,845,580 in 1930, or 1,600 per cent. 
The legislatures of Alabama and Vir- 
ginia each appropriated in 1930 more 
than twice as much money for public 
health work as did the 11 southern 
states combined in 1910. 

The question naturally arises as to 
whether or not there has been a larger 
reduction of the death rates for con- 
trollable diseases in the South than in 
the North. If the answer should be 
based upon the percentage of reduction, 
the showing for the South in. general 
would not be as favorable as for the 
North. The objection to a percentage 
basis is that it gives no idea as to the 
number of lives saved. For example, 
if a state has 3,000 deaths from a cer- 
tain disease, it must reduce the number 
by 1,500 in order to have a 50 per cent 
reduction, whereas another state having 
only 4 deaths from the disease could, 
by a reduction of 2 deaths, show a 50 
per cent reduction. A comparison based 
upon the change in the mortality rates 
indicates more accurately, we believe, 
the relative progress, because it reflects 
the number of lives saved. Table II 
compares the average mortality per 
100,000 population for a 9-year period, 
1921-1929, in 10 southern states, with 
the average change for the same period 
for either the original registration area, 
or the U. S. Registration Area. It will 
be noted that, with very few exceptions, 
the reductions in death rates in the 10 
southern states exceed those in the 


* Figures are from The National Market, Crowell 
Publishing Co., 1926. 

t Figures are for the year 1928 as published in the 
World Almanac (1931). 
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rol areas for typhoid fever, malaria, 
tuberculosis. 
\side from the influence of the negro 
ealth problems in the South, there 
are. of course, certain important dis- 
es that are peculiar to this region. 
One of these is hookworm disease. 
lhrough the intensive measures directed 
against this infection during the period 
1910-1915, its prevalence and severity 
have diminished. The subsequent 
continuation of treatment and the in- 
tensive work in rural sanitation have 
ther limited the disease, but there 
still sections in the South where 
has been done and where the 
nical disease is still found. Formerly 
vas customary to make the diagnosis 
hookworm disease when persons 


were found to harbor hookworms, re- 
gardless of whether or not clinical 
symptoms were manifested. Further- 
more, the assumption was that in the 
absence of adequate sanitary facilities, 
any person who deposited hookworm 
ova on the soil was a menace. In more 
recent years the students of this disease 
have made a distinction between in- 
festations causing illness and _ those 
resulting in a carrier state only. Cer- 
tain soils have been found to be un- 
suited to the development or survival 
of hookworm larvae. These develop- 
ments have led to some misunder- 
standing as to the character and im- 
portance of the present residue of the 
disease in the South. As the disease is 
seldom given as the cause of death, it 


TABLE II 
ANNUAL CHANGE IN MortTALITY PER 100,000 PopuLatTion, 1921-1929 
State | Malaria | | Enteritis Puerperal* 
Paratyph.| (allforms)} under 
2 yrs. * 
1.32 | 40.16 | -0.39 | -3.38 | -2.69 | 
1.08 ~0.14 -1.74 | -4.05 0.44 0.03 +0.45 
0.80 —1.48 +0.05 —4.63 —2.54 
-0.50 —0.02 —0.88 —4.19 5.12 0.07 —2.08 
0.77 | 2.30 -1.01 -2.18 —0.15 ~0.02 +0.52 
0.15 | -1.88 | -2.36 | -1.45 
—0.76 —0.74 -—0.75 —2.90 —3.44 +0.04 +0.50 
—0.68 —-0.80 | -0.22 —4.00 -1.81 
—1.23 | -—0.78 | —0.71 -2.66 —0.61 
\ -1.07 | -0.17 | -1.40 | -4.38 | -2.88 | +0.01 | -0.25 
R.S ~0.41 —0.12 -1.27 | -2.83 | 
-2.56 +0.02 -1.25 


S. R. A. 


* Rate based on 1,000 live births. 


This represents the average annual change in actual deaths per population, 


trend line to the years in question. 


as obtained by fitting a 


O. R. S.—Original registration states, all in the North. 
U.S. R. A—Entire registration area, including southern states. 
Table prepared by Hugo Muench, M.D., Statistician and Staff Member of (I.H.D.) Rockefeller 


Foundation. 


to 
ne F 
di- 
hat 
l] 
the 
nad 
to 
nt 
‘ir- 
ore 
lic 
t 
or 
in 
be 
mn, 
al 
he 
ge 
he 
le 
ad 


446 


is not possible to ascertain its exact 
status in any community, except by 
surveys involving the examination of 
samples of the population. Fortunately 
quite a number of such surveys have 
been made from time to time in 
typical counties, and as a rule they 
show that hookworm disease is gradu- 
ally diminishing in prevalence and in 
severity. A number of surveys of 
Mississippi counties are being made 
this year. 

Malaria in the past has been wide- 
spread in the United States, occur- 
ring in such states as New York, Ohio, 
Michigan, and Iowa; but with the 
clearing and cultivation of the land, and 
improved drainage, this disease has 
gradually receded southward, so that 
its prevalence now is limited essentially 
to the southern states. In towns and 
cities of this section it is, as a rule, 
under control, but in certain rural areas 
it is still a real health problem. Its 
prevalence varies from year to year 
with the amount and character of 
precipitation in the spring and summer 
months. The Anopheles quadrimacu- 
latus is the only vector of malaria of 
importance in the South. The habits of 
this mosquito are better understood than 
formerly, likewise knowledge as_ to 
practical control measures is more 
definite than in the past, so that we are 
better prepared than formerly to com- 
bat the disease. 

Pellagra, it will be noted from Table 
I, is practically absent from the northern 
group of states, but in the South the 
death rate for this disease among the 
whites is 11.61 per 100,000 population, 
and among the negroes, 39.47. Its 
occurrence generally seems to be as- 
sociated with low standards of living, 
including a lack of certain essential 
foods. Through the researches of 
Goldberger of the U. S. Public Health 
Service and others, practical methods 
for combating the disease are now 
known, and in varying degrees are being 
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applied. In 1929, there were 6,621 
deaths from pellagra in the registration 
area; 70 per cent of them occurred in 
6 states—North Carolina, South 
Carolina, Georgia, Mississippi, Ala- 
bama, and Arkansas (Table III). 
Typhoid fever is not peculiar to the 
South. Epidemics have occurred in 
recent years in northern states and in 
Canada, but from the standpoint of 
prevalence and death rate, the disease 
is far more a problem in the South than 
in the North. By reference to Table I, 
it will be noted that the typhoid death 
rate for the southern states among the 
whites is nearly 4 times that for the 
northern group of states, and among the 
colored population more than 9 times as 
great. Surveys made in recent years 
have shown that the greatest prevalence 
of typhoid in the South is in small 
towns which are not adequately sewered 
or otherwise sanitated. Typhoid 
surveys in the South were begun by the 
U.S. Public Health Service about 1911, 
while the hookworm campaign was 
under way. The forces engaged in 
activities against both diseases found 
common ground in the improvement of 
rural sanitation and in the establish- 
ment of full-time county health organi- 
zations. The building of sanitary 
toilets was the initial activity of many 
of the full-time county health depart- 
ments that have been established in the 
South. It is interesting to note from 
Table II that the average reduction in 
typhoid for the past 9 years in each of 
the 10 states listed is somewhat greater 
than in the northern states composing 
the original registration area. The fact 
remains, however, as indicated by the 
rates for 1929 shown in Table I, that 
the disease is still a serious health 
problem in the South, demanding better 
methods for disposal of excreta, further 
improvement in water and milk sup- 
plies, and further protection against 
human carriers and flies and other 
insects which may carry the disease. 
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Tuberculosis presents a problem of pulmonary tuberculosis in 1929 among 
great magnitude among the negroes in _ the colored population of the South was 
the southern states. As shown in 155.37 per 100,000. In comparison 
Table I, the average death rate for with this, the average rate for all races 


TABLE III 
NUMBER OF DEATHS FROM PELLAGRA 


St 19151916 1917|1918 1919 1920/1921 1922, 1923)1924 


Ala -| -| -| -]| |so2 [557 |600 |666 
| -| -| -| — js15 
23 | 12 | 15 | 13 | 33 | 28 | 48] 45 | 40 | 54 | 42 

1] s| 4] 4] 4] 1] 2] 3] 4 


1131 |101 (102 | 2 
— |498 (334 | - 8 
| 0 


~ |263 |227 |134 |152 |186 |352 |268 |342 |330 |285 

10/15) 19/16]; 4/ 8] 7] 5| 2] 1] 9] 6| 6} 3 
3/16/18! 9] 8| 6] 6] 3| 7] 5] 18] 8] 10 
25 | 40/19! 211 14/11/13} 9/11/12! 10/11!) 10/11) 11 
21 81 OF Ol F124 Tl 6) 

495 |558 |683 |450 |409 |434 (570 |563 |706 |754 

34/41 | 59 | 56| 25 | 25 | 20| 14| 12 | 16 | 21 | 29 | 29 | 36 | 27 

0 0 0 0 0 0 0 0 1 0; O 1 0 1 

2) 1/ 3] 21 2] o| 1] 1] 2] 1 
5 2/21 41/1] 21] 4] 21 3] 2] S| 2 

12 | 28 | 29 | 12/19] 8] 14] 17 | 14] 28] 18] 11 | 23 


347 |485 [620 696 |400 318 |338 |330 |381 |382 |455 |851 
5 3 7 8 3 8 1 9; 21] 21 


238 |279 
6| 7] 6] 4] 6] S| 8! 9/19] 24| 14] 15 
S — |729 |714 |741 |401 |306 |367 |427 332 |336 |435 |563 |772 999 [943 
| — | 1750 |435 |302 |329 |273 |298 |263 (384 604 (521 |412 
Ur | O| 1] OF} OF] 1] OF} 2] OF] 1] 1] O 
332 |248 (302 |327 177 |134 [119 |108 | 78 | 75 | 97 |116 |156 |193 |228 
21 Of OF OF OF 3 1| 0 
W. Va. -| - 71 613 
Wyo 7 - -| 1 1 2 - 


| in 
of 
pase 
han 
el 
ath 
the 
( l 1 5 4 5 | 1 0 2 2 2 l l 2 } 
the 0 0 0 0 0 0 0 0 0 1 0 
— |125 (114 91 315 
59 \878 
irs 
nce 
26/17/11} 9] 8| 7 10| 31 | 40} 16 
red 3} 0} 2] 5] 2] 1] 2 
oid 28 10 28 22 19 & 6/| 9 4 10 12 13 8 11 9 
th 149 |124 |197 |147 /|111 65 65 73 68 58 88 144 |160 |178 (133 
yas 
ni- 
ry 
rt 
he 
t 
h 


448 


in 8 northern states was 64.62, and 
for the white race in the southern 
states 52.87. The status of the 
southern whites with regard to pul- 
monary tuberculosis would appear, 
therefore, to be more satisfactory than 
that of the general population in the 
North. The picture is markedly dif- 
ferent for the negroes in the South, and 
this is true for all other forms of tuber- 
culosis as well. That progress is being 
made in the suppression of tuberculosis 
is indicated in Table II. During the 
period between 1921 and 1929 the 
average annual change in mortality due 
to all forms of the disease has shown 
improvement, and this change has been 
more marked for a number of the 
southern states than for the states com- 
posing the original registration area. 
It is obvious, however, that much re- 
mains to be accomplished in the sup- 
pression of this disease among the 
negroes of the South and that the solu- 
tion of the problem should continue to 
receive the most careful consideration 
of the public health workers of this 
region. 
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Dengue (Table IV), like hookworm 
disease, does not stand out in the mor. 
tality tables, but from time to time it 
becomes epidemic in the southerm 
states, as in 1922 when it caused 548 
deaths in nine southern states. The 
number of deaths does not reflect the 
widespread sickness and disability, the 
serious impairment of the physical 
efficiency of thousands, and __ the 
crippling of agriculture, industry, and 
commerce, that result from a dengue 
epidemic. As yellow fever is spread by 
the mosquito Aedes aegypti, which is 
also the vector of dengue, and as almost 
the entire population of the United 
States is non-immune to yellow fever, 
the introduction of the disease from 
South America into the southern states 
must be considered as a_ possibility. 
The last epidemic of yellow fever in 
this country occurred in 1905. It was 
almost completely confined to New 
Orleans, in which city there were 434 
deaths in that year. 

Endemic typhus is also to be 
reckoned with in the southern states, 
where the disease is apparently on the 


TABLE IV 


NUMBER OF DEATHS FROM DENGUE 


States 


| 
1915/1916 1917/1918 1919 1920)1921/1922)1923 1924/1925 


1927/1928 1929 


Ala. . 16 2 1 0 - 3 | 

Calif. - | - 
Fla 4 1 2 8 |125 19 10 11 8 3 4 0 
Ga | . ~ 3 128 | 17 2 2 0 6 0 
Ky - - - - - 1 - 1 0; - -- 0 
La. | - - 143 | 52 1 1 -| 2 I 
Mich. 0 0 1 0 
Miss. - 16 5 1 l 3 0 
Mo 1 - 
N. Y. = 
Pa 0 0 1 0) 
Ss. C. - 40 2 - l 
Tenn. 1 | - 
Tex. ~ 78} 12) 2] 2] OF -] 1) 1 
Utah 1 - | 
Vt. - -— | - 0 0 1 - U 
Va. 


HEALTH PROBLEMS IN THE SOUTH 


increase. In 1929 it caused 11 deaths 
in Alabama and during the first 6 
months of 1932, 200 cases were re- 
ported to the U. S. Public Health Serv- 
ice from Alabama and Georgia; 125 of 
these cases occurred in Alabama, where 
there were 5 deaths. It has been found 
by officers of the U. S. Public Health 
Service that the important vector of 
the disease in the southern states is the 
rat flea. The situation is sufficiently 
‘mportant to call for prompt attention. 


SUMMARY 


The South has made rapid progress 
in the field of public health. The negro 
is responsible for death rates in the 
South that are considerably higher than 
the death rates in other sections of the 
country. Any program for the improve- 
ment of health and the lowering of 
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death rates in the South must afford the 
negro health protection. For the whole 
population in general, and the negro in 
particular, intensive public health 
measures should be carried on to com- 
bat such diseases as syphilis, pellagra, 
malaria, typhoid, tetanus, whooping 
cough, diarrhea and enteritis in children 
under 2 years of age, and other diseases 
which still cause high death rates. That 
progress has been made in the control 
of certain diseases in the South is re- 
flected by the figures in Table II. 

In the solution of health problems 
peculiar to the southern states, it is 
fortunate that those interested in and 
engaged in public health service in this 
section of the country can meet 
together and exchange ideas and ex- 
periences and plan for more effective 
and more concerted action against the 
common enemy, disease. 


Undulant Fever 


A Sa recently carried out in 
Ontario is not only interesting in 
in the 


itself, but almost more so 
implications involved. 

In a hospital for epileptics where the 
patients were supplied with milk from a 
herd belonging to the hospital and 
known to be infected with contagious 

vortion, 100 patients were tested by 

: agglutination test, as well as the 
-kin reaction. Under the first test, 63 
showed a positive agglutination reac- 
tion, in 23 of whom the dilution was 
| to 80 or greater. The intradermal 
skin reaction was positive in 45, in 7 
of whom it was weak, in 19 moderate, 
ind in 19 strong. Clinically, 26 had 
lever, usually of the undulant type, the 
average peak being about 100° F. 
Sixteen were definitely underweight, 


running from 20 to 30 Ib., while 3 
showed enlargement of the spleen, and 
2 tenderness in the splenic area. 

The authors concluded that 22 per 
cent gave evidence of active infection, 
38 per cent of past infection, and 40 
per cent no evidence of infection. 
While the authors content themselves 
with commenting upon the value of 
laboratory tests in general, and the 
intradermal skin test in particular, some 
commentators hold that the results 
indicate that the Br. abortus may not 
only cause the typical fever associated 
with it, but also may give rise to latent 
and subclinical infections not usually 
recognized as types of undulant fever. 
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Industry in Medicine’ 


C.-E. A. WINSLOW, Dr.P.H., F.A.P.H.A. (Life Member) 
Professor of Public Health, Yale School of Medicine, New Haven, Conn. 


HE problems with which this 
section of our Association deals 
are, for the most part, properly com- 
prised under the title of “ Medicine in 
Industry.” If we use the term “ medi- 
cine” in a broad sense to include the 
allied sciences of hygiene and sanita- 
tion, we are here chiefly concerned with 
the direct applications of medicine to 
the safeguarding of industrial tasks and 
the promotion of industrial efficiency. 
In the pursuance of such purely in- 
dustrial aims, however, the scope of 
services rendered has broadened to an 
astonishing degree. In many instances 
the development has gone so far as to 
transcend the primary concept of a 
service rendered by medicine to in- 
dustry. In such cases it would be more 
accurate to say that industry is serving 
the broad cause of medicine as a whole 
since it is providing medical care of 
unusual quality and under peculiarly 
favorable conditions not only to in- 
dustrial employees but to their families 
as well and sometimes to the entire 
populations of the communities con- 
cerned. It is with such extensions of 
industrial health services that I propose 
to deal briefly; and I have chosen the 
title “ Industry in Medicine” to indi- 
cate the change of emphasis with which 
I am concerned. 
In general, it may fairly be said that 
the major stimulus for the development 


* Read before the Industrial Hygiene Section of 
the American Public Health Association at the Sixty- 
first Annual Meeting in Washington, D. C., October 
24, 1932 


of industrial medical services in the 
United States has come from the 
Workmen’s Compensation Acts. The 
physician was first brought into the 
factory to care for industrial injuries 
and thus to minimize compensation 
costs. Once in the employ of industry, 
however, he found many other things 
to do. The care of compensable in- 
juries led on to the care of ambulant 
cases of non-compensable illness, to 
periodic health examinations, to sani- 
tary control of industrial processes, and 
to hygienic supervision of the life of 
employees. The National Industrial 
Conference Board in its last report ' 
lists the objectives and activities of the 
medical department in the following 
inclusive terms: 


The following points have been indicated as 
the foremost objectives of industrial medicine 

1. To place individuals in the work for 
which they are best fitted 

2. To procure and maintain fitness for work 

3. To educate the worker in_ personal 
hygiene and the prevention of accidents 

4. To reduce loss of time, absenteeism, and 
short work spans 

In attaining these objectives medical de- 
partments in industry are found to be engaged 
in the following activities: 


1. Physical examinations of: 

a. Applicants for positions 

b. Those who have been absent because 
of illness, upon their return to work 

. Employees who are being transferred 
from one department to another 

. Employees to be promoted to more 
important positions 

», Those engaged in occupations hazard- 
ous to their health or the safety of 
others 

|. Those who have defects that 
be followed up 


should 
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Older workers 
All workers in a general program of 
health promotion 

Diagnosis and treatment of injuries 
resulting from accidents that occur during 
working hours 

Diagnosis and occasionally treatment of 

vical conditions not resultant from work- 
ing conditions. 

Diagnosis and treatment of minor ill- 
nesses. These are treated usually only so long 
as the employee is able to come to the plant 
lispensary or hospital. 

\ssistance, chiefly through advice, in 
obtaining proper care outside the plant for 
cases of a more serious nature, or those for 
vhich there are no facilities in the medical 
epartment. This entails codéperation with 
the family physicians of employees and with 
‘| health organizations, clinics, and 
ecialists. Medical supervision can act as a 
neral clearing house for all matters in 
ierence to medical care of employees. 

Education of the worker in safety prac- 

. personal hygiene, and health habits. 

Supervision of sanitation, illumination, 
ntilation, and all other working conditions 
affect health, with special attention to 

upational disease hazards. 

8. Research. 

Occasionally, insurance and compensation 
adjustment. 


It is important, I think, in dealing 
with activities which are expanding so 
greatly, to consider with some care the 
underlying principles which justify their 
existence and which should govern their 
development. I take it that there are 
essentially two such principles. 

First, the employer has a moral (and 
often a legal) responsibility to protect 
his employees against any special 
hazards to health which are inherent in 
a particular industry. Measures of this 
\vpe are not matters of choice, but 
essential and inalienable duties. Under 
this heading come such services as the 

lollowing: safety engineering such as 
will offer reasonable protection against 
accident hazards, poisons and dusts; 
adequate lighting, ventilation and 
sanitary facilities; care of industrial 
injuries; and routine medical examina- 
tion of workers exposed to harmful 
dusts and to poisonous substances. 


These are matters of common justice, 
as between man and man. 

Second, the employer has a clear 
right (though not a moral responsi- 
bility) to provide any further health 
services which will promote efficiency 
in industrial production. Under this 
heading come such items as: physical 
examination of employees not exposed 
to special industrial hazards; diagnosis 
and treatment of non-industrial acci- 
dents and illnesses; special physiologi- 
cal and psychological services for the 
adjustment of the worker to his task; 
health education and advice as to health 
habits; provision of luncheon facilities 
and of opportunities for physical ex- 
ercise and recreation. The National 
Industrial Conference Board, in the 
report cited above, states the argument 
for medical service from this stand- 
point of efficiency as follows: 

There are two vital, coéperating factors in 
modern industry, the machine and the man 
who tends it. If ill health of the worker, 
causing labor turnover or absenteeism, stops 
the machine, there is a loss in output. In 
like manner, if the machine fails to run to 
its full capacity during working hours be- 
cause the worker is listless or inattentive, 
there is loss in productive efficiency. One of 
the principal reasons for failure of the worker 
to do what he is capable of doing is an im- 
paired physical condition. He may have a 
cold or other minor ailment, perhaps the 
beginning of a more serious illness, or he may 
have returned to work after an illness before 
he had gained his full strength. For one cause 
or another he has an impaired vitality which 
lowers his efficiency. When the services of a 
medical department are freely sought and 
freely given there is a continuous conservation 
of the health of the employees which keeps 
their efficiency at normal levels and enhances 
the value of their services to their employers. 


The same report cites a particular 
instance in which absenteeism due to 
illness and accidents was reduced from 
4 per cent of all working time to 1.3 
per cent by health supervision. The 
cost of the medical service provided was 
$6,398. The saving involved in work- 
men’s compensation and group life 
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insurance premiums was estimated at 
$2,848 and the saving to the company 
by reduced absenteeism at $5,370—a 
total of $8,218. 

These two motives, then—justice and 
efficiency—are the sound bases of in- 
dustrial health and welfare work. Any- 
thing which can be justified on either 
of these grounds is wise and reasonable. 
Anything which cannot be shown to 
contribute to one or the other of these 
ends is of doubtful value as an indus- 
trial activity. For industry which 
embarks on philanthropy (except in 
times of temporary and peculiar eco- 
nomic stress like the present one) lays 
itself open to the obvious criticism that 
if there are available such large profits 
as to justify philanthropy it would be 
sounder to turn such profits into in- 
creased wages or lowered costs and 
permit the employee or the purchaser to 
benefit himself in his own way. 

In the present discussion we are con- 
cerned chiefly with those measures 
which extend beyond obvious moral 
obligation; and the first of these is the 
provision of health examinations for the 
general working staff. This practice 
has grown rapidly in recent years. The 
National Industrial Conference Board 
report states that of 1,818 companies 
covered in its 1930 survey, 53 per cent 
were making initial physical examina- 
tions of employees and 20 per cent 
subsequent periodic examinations. Miss 
Elizabeth Dublin in a more recent study 
made for the National Tuberculosis 
Association (courteously communicated 
to the writer in manuscript) has covered 
6,012 plants employing 4,402,280 per- 
sons and reports that 5,542 of these 
plants with 4,105,171 employees had 
examinations before employment while 
3,254 plants with 3,134,740 employees 
had subsequent periodic examinations 
for at least some of their employees. 
These figures are most surprising and 
encouraging. 

The advantage of the physical ex- 
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amination, both to the employer and 
the employee, is very great. Its primary 
objective--even in the examination be- 
fore employment—should not be rejec- 
tion of the subnormal worker. The 
Conference Board of Physicians in 
Industry has laid down the principle 
that the applicant should be rejected 
only if his disability is such as to make 
his employment a menace to himself, to 
fellow employees or others, or to 
property. Of 221 plants reporting to 
the N.I.C.B. in 1930, 38 rejected more 
than 10 per cent of applicants as a re- 
sult of the health examination, which 
indicates the application of an unduly 
severe standard. In general, neverthe- 
less, it appears wholly reasonable that 
a company which may be called on to 
pay compensation should have a record 
of the physical condition of its workers 
prior to employment, and the benefit to 
the employee himself in the detection of 
correctible defects and in selection of a 
safe line of employment is inestimable. 

The second field in which medical 
service in industry has broadened out 
has been in the diagnosis and treatment 
of non-compensable injuries and_ ill- 
nesses. Here, as in the case of the 
physical examination of workers en- 
gaged on tasks free from specific indus- 
trial hazards, there is no _ moral 
obligation involved. The reason for 
such developments is that minor ill- 
nesses form the major cause of indus- 
trial absenteeism. Experience has 
shown that prompt and competent 
medical care will materially reduce such 
temporary disability; and also that 
prompt and competent medical care is 
not generally available for the factory 
worker on terms and under conditions 
which actually lead to its utilization. 
Hence, many industries provide general 
diagnostic service for their employees, 
render first aid treatment in emergen- 
cies, and give assistance and counsel to 
the worker who requires more pro 
longed care. 
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(hese two types of activity, the 
health examination and the diagnosis 
and emergency treatment of illnesses of 
4 non-industrial nature, represent fairly 
common extensions of industrial health 
service into the domain of general 
medicine. In certain instances, the 
process has gone much further; and it is 
these more extensive developments 
which I have indicated by the title 
“Industry in Medicine” and which I 
propose briefly to review. 

li it be granted that maximum 
efficiency in industry depends on a 
working force which enjoys a maximum 
degree of physical and mental health, it 
is clear that the employer is vitally con- 
cerned with the general medical care 
available for his employees. If diag- 
nostic service and first aid provided by 
the plant and other medical service 
provided by existing facilities of private 
medical practice and public clinic serv- 
ice are adequate, well and good. If such 
facilities are not meeting the situation, 
however, the employer may _ very 
properly consider whether a further ex- 
tension of industrial health service will 
not bring returns commensurate with 
the cost involved. 

\ccording to Pierce Williams,” about 
540,000 gainfully employed persons in 
mining and lumbering companies in 21 
states were eligible in 1930 for medical 
care on such an organized basis. In 
consideration of a fixed periodic deduc- 
tion from wages these employees are 
entitled to medical treatment for con- 
ditions not covered by workmen’s com- 
pensation, the payment being sometimes 
voluntary and sometimes a condition of 
employment. These industries, it is 
bvious, are usually carried on in 
isolated regions where medical care 
could not be obtained unless it were 
lurnished by the industry _ itself. 
Similar services are provided for about 
one-third of all the Class I railroads of 
the United States by memberships in 
employee hospital associations. 


Finally, we must recognize that the 
industrial employee is generally not an 
isolated unit but a member of a family. 
If there is uncared for illness at home 
his worry and distress may gravely im- 
pair his efficiency. Where the local 
medical facilities are inadequate, may 
it not, therefore, be justifiable for in- 
dustry to provide medical care for the 
family as well as for the worker him- 
self? In a surprisingly large number of 
instances, this question too has been 
answered in the affirmative. 

The Committee on the Costs of 
Medical Care has made several illumi- 
nating studies of enterprises of this 
kind. The Endicott-Johnson Company 
of Binghamton, N. Y., for example, 
provides very complete medical care for 
all its employees and their families.° 
The service covers all ordinary types of 
medical care for ambulant and bed 
cases, including physical therapy, X-ray 
therapy, heliotherapy, and the services 
of a psychologist for patients not 
overtly psychotic. It covers dentistry 
so far as simple repair, extractions, and 
hygiene are concerned. It covers 
nursing in home as well as in hospital. 
It provides drugs and medicines free; 
but not orthopedic supplies and eye- 
glasses except to those reported as 
unable to pay for them. 

The organization maintains three 
medical centers each including hospital 
service, a first aid station and clinic, 
and several travelling clinics. The staff 
in 1928 included 28 physicians, 4 
dentists, 5 dental hygienists, 2 physical 
therapists, 67 trained nurses, 4 bac- 
teriologists, 4 pharmacists, 17  tech- 
nicians, and 16 clerks and office 
assistants. The organization in addi- 
tion calls extensively on outside facili- 
ties, having spent $250,000 in 1928 for 
care of patients in community hospitals 
and $40,000 for outside specialist and 
consultant service. 

There were 15,230 workers employed 
by this company during the year 1928 
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with 25,891 dependents (according to 
Carpenter’s estimate), a total of 41,121 
persons eligible for service. Carpenter 
concluded from a special sampling study 
that 77 per cent of these persons used 
the company service only, and an 
additional 17 per cent used it in part. 
The total cost of the medical organiza- 
tion was $898,874 or $25.49 per year 
per individual in those families which 
actually used the service. 

The quality of the medical service 
rendered (as reported upon by highly 
qualified experts in medicine and 
surgery) was equal to or better than 
that provided in similar areas by private 
physicians; and free choice of physician 
within the staff and the general flexi- 
bility of the system secured a high 
degree of sound personal ‘relationship 
between physician and patient. 

As pointed out, industrial medical 
services of this type have most often 
been provided in remote areas where no 
private practitioners were available. 
Even in more urban communities, how- 
ever, there are distinct advantages in 
such a program. The first and fore- 
most of these advantages is that under 
such an organized program medical 
advice will be far more generally 
utilized for health examinations and for 
the early treatment of incipient disease 
than would be the case if the individual 
were left to seek and to pay for medical 
services on his own initiative. Since 
prevention and early recognition of 
incipient disorders form the keystones 
of modern medicine it is difficult to 
exaggerate the importance of _ this 
factor. The second major argument for 
an organized medical program serving 
a group of industrial employees is of 
course the economy of overhead charges 
and of the time of professional person- 
nel which is involved. 

These values of an industrial medical 
service are excellently illustrated by 
another of the studies of the Committee 
on the Costs of Medical Care dealing 
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with the Homestake Mining Company. 
This is a corporation mining gold in the 
Black Hills of South Dakota with 
headquarters in the town of Lead. It 
employed in 1930 an average of 1,855 
persons and provided medical care 
without charge for all these employees 
and their dependents—a total of 5,332 
persons. The service included all 
forms of medical and hospital care but 
not dental care and not home nursing. 
Medicines were provided free but eye- 
glasses only at cost. The company 
maintained a 26-bed hospital with a 
well equipped dispensary including 
laboratories, X-ray and physiotherapy 
rooms. The staff consisted of 5 full- 
time physicians, 6 registered nurses, and 
a dispensary nurse. Employees had 
free choice among the 5 physicians and 
relationship with patients was close and 
intimate. The total cost of the medical 
department in 1930 was $79,326, or 
$14.88 per person served. 

From the standpoint of completeness, 
Reed compares the volume of service 
rendered with that actually received by 
groups of the general population of the 
United States at comparable economic 
levels (as revealed by other studies of 
the Committee on the Costs of Medical 
Care). He finds that the amount of 
hospital care for the Homestake group 
(excluding industrial accidents) is al- 
most exactly the same as that for the 
general population (0.6 day per person 
per year); while the number of medical 
home calls (2.1 per person per year) 
is about twice that for the general 
population, and the number of office 
and clinic calls (8.7 per person per 
year) is more than 6 times that for the 
general population. 

The values from the standpoint of 
economy are equally clear. Reed 
analyzed the Homestake records with 
great care as to the exact number of 
services of each kind which were 
rendered and estimated the cost of such 
services at the prevailing rates in force 
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in districts adjacent to Lead. He found 
that the services which actually cost 
$79,326 would have cost $175,378 if 
obtained under ordinary conditions. 
Yet the medical staff of the company 
receive salaries well above the average 
for similar areas. 

There are obviously certain dangers 
which inhere in any such program 
which involves the conduct of medical 
practice under lay control. These 
dangers fully justify the opposition of 
the American Medical Association to 
any form of contract practice which in- 
volves unfair competition. It seems 
clear, however, that “ unfair competi- 
tion” cannot be held to result from 
superior efficiency and economy of or- 
ganization since the basis of medical 
ethics is ultimately the welfare of the 
patient. “ Unfair competition” exists 
when either (a) the service rendered to 
the patients is below standard, or (b) 
when the physicians employed are ex- 
ploited by under-pay or overwork 
(which in the long run must of course 
operate to the detriment of the patients 
themselves). These dangers must be 
constantly guarded against in industrial 
medical services. They do not appear 
to be manifest in either the Endicott- 
Johnson or the Homestake program. 

In both the instances cited, the entire 
cost of the medical service was borne 
by the industry concerned. In other 
instances organized medical programs 
have been developed under the auspices 
of employee groups. Examples of this 
type are to be found in the operation 
of a hospital with a salaried medical 
stall by a branch of the United Mine 
Workers of America at West Frankfort, 
lll., and in the provision of medical care 
through part-time salaried physicians 
by the New York Letter Carriers’ As- 
sociation. According to Pierce Wil- 
liams in the report cited: 

In by far the greater number of industrial 


medical services, the provision of care is 
financed jointly by the company management 
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and by the employees. Such arrangements 
usually develop from contracts which the 
companies draw up with local medical prac- 
titioners and hospitals, or from the organiza- 
tion of a medical department under the 
company’s direction. The employees con- 
tribute through payroll deductions. 


Williams cites the services in the 
mining and lumbering industries and in 
railroading as examples of this type of 
organization. which seems a_ highly 
promising one. The psychological rela- 
tionship between physician and patient 
and the attitude of the employee toward 
the service as a whole are likely to be 
sounder and more fruitful if the em- 
ployee realizes that he is contributing 
toward the support of the program. 

As illustrating how a medical or- 
ganization may be developed through 
a group of small industries acting 
jointly for the service not only of their 
own employees but of other members 
of the community, we may consider one 
final example—that of Roanoke Rapids, 
N. C. This is the third of the special 
industrial studies of the Committee on 
the Costs of Medical Care.° 

The program at Roanoke Rapids be- 
gan with the employment of physicians 
by the local cotton mills. To meet 
obvious local needs these physicians on 
their own initiative established a hos- 
pital which was later purchased and 
enlarged by the mill corporations. At 
this time (in 1924) the employees of 
the mills, with only 4 negative votes 
among 2,500 employees, approved a 
payroll deduction of $.25 a week to pay 
for hospital care. The program there- 
fore represents a rather unusual 
codperation between employers, em- 
ployees, and medical staff in which all 
three have played an active part. 

The organization in 1930 was as fol- 
lows—5 physicians and 3 visiting nurses 
were employed by 4 industrial estab- 
lishments to care for their employees, 
and the employees of these 4 companies 
and of a fifth company contributed 
$.25 a week for hospital costs. Al- 
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though the physicians and nurses were 
separately and independently employed 
by the various firms, they operated as a 
group, with free choice for the entire 
population served and with some degree 
of specialization in surgery, pediatrics, 
and internal medicine. Home, dispen- 
sary and hospital care and home and 
hospital nursing are all provided to the 
group of mill employees and their de- 
pendents and to local groups of 
teachers and nurses, a total of 4,919 
persons. Dentistry and drugs are not 
provided. 

The rest of the population (5,693 
persons) is cared for by the same 
medical staff (and by the one additional 
physician in the community, a specialist 
in eye, ear, nose and throat work) on a 
fee basis since the salaried physicians 
are permitted to do outside practice in 
their spare time. 

This arrangement made it possible 
to compare services and costs for two 
approximately equal population groups 
in the same community, one served on 
an organized and the other on an un- 
organized basis. The economic status 
of the two groups was approximately 
equal ($24.50 per week income per 
family for the mill group as compared 
with $27.16 for the non-mill group). 

The mill group paid $17.44 per capita 
during the year for medical services, the 
non-mill group, $10.34. About one- 
third of the $17.44 came frum the em- 
ployees directly in monthly check-off 
plus additional costs paid individually, 
the other two-thirds from the com- 
panies. This, of course, illustrates the 
fact that an organized contributory 
program, plus a subsidy from the em- 
ployer, increases the total amount of 
money available for the costs of medical 
care. For this additional 70 per cent 
of expenditure, moreover, the mill group 
actually received over 500 per cent 
more days of hospital care, 350 per cent 
more clinic visits and 240 per cent more 
home calls. The actual figures (for a 


AMERICAN JOURNAL OF PuBLIC HEALTH 


typical group intensively studied): 
3.2 patient days a year for hospital care 
in the mill group as against 0.5 day for 
the non-mill group; 1.8 dispensary 
visits per year for the mill group as 
against 0.4 for the non-mill group; 2.4 
home calls a year for the mill group as 
against 0.7 for the non-mill group. 

It seems clear to the writer that two 
basic principles must govern the de- 
velopment of medical service in the 
United States if the potential resources 
of modern medicine are to be made 
really available for all the people under 
conditions of maximum effectiveness. 

In the first place the studies of the 
Committee on the Costs of Medical 
Care have demonstrated the great ad- 
vantages of organization of the pro- 
fessional personnel and equipment 
which renders the medical service. 
Such organization may be effected by 
the profession itself, by an industry or 
some other agency representing the 
patient, or by the codperation of both; 
but, if soundly and wisely planned it 
benefits both profession and _ patient. 
The patient receives better service from 
an organized than an_ unorganized 
service, for a given individual physician 
will be both psychologically stimulated 
and materially assisted by working in 
intimate relationship with a group of 
his peers, and the patient receives a 
given service at substantially lower cost 
on account of the saving of overhead 
and of professional time inherent in 
organization. Similarly, the physician 
gains from group practice better con- 
ditions for work and larger and more 
assured income. 

In the second place, it is equally 
clear that the consumers of medical 
service should be organized so as to 
facilitate the payment for such service. 
The average costs of medical care are 
too low rather than too high. What 
causes our difficulties is the fact that 
illness is an emergency. While many 
families in a given year pay little or 
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nothing, one family out of a hundred 
will be crippled by costs equivalent to 
a quarter or a half of its annual in- 
ce It is quite obvious that here, as 
with other emergencies of life, the 
rational answer is to apply the prin- 
ciple of insurance. Whether the funds 
come from a group of individual 
families, from their employers, from 
the state, or from two or all of these 
three sources, the payment into a com- 
mon fund of a certain sum for each 
family each year is the essential ele- 
ment in the scheme. Such an arrange- 
ment wipes out the burdens of the care 
of emergency illness by spreading them 
over a group of families and a period of 


time. It makes easily available con- 


siderably larger total sums for medical 
care than could otherwise be secured. 
Finally, and perhaps most important of 
all, it makes possible a true preventive 
medicine, based on the health examina- 
tion and the prompt treatment of in- 
cipient disease, such as can never be 


attained when the consultation of a 
physician calls for an immediate cor- 
responding financial obligation. 

[here are many and various ways 
in which such organization for the de- 
livery of medical service and such 
organization for the payment for medi- 
cal service can be attained. On the 
professional side, it would seem ideally 
desirable that the organization should 
take place under professional auspices, 
with such safeguards for the public 
interests as are furnished for examplé 
by the Board of Trustees of a volun- 
tary public hospital. I can visualize a 
time when such hospitals will attach 
to themselves the great majority of 
physicians in their respective areas and 
will provide complete hospital, dis- 
pensary and domiciliary care on a fixed 
annual fee basis. If medical agencies 
fail to take the initiative, however, lay 
agencies must do so; and industry will, 
in many communities, be in position 
‘0 do what has been done at Bing- 
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hamton, Lead, and Roanoke Rapids. 

On the payment side, the one logically 
complete answer to the problem is that 
given by compulsory state sickness 
insurance. This is the answer which 
has been given in practically all 
European countries; and it may prove 
to be the ultimate solution in the 
United States. The program has, how- 
ever, shown serious defects even in 
Europe and these defects might perhaps 
be exaggerated in the political atmos- 
phere which prevails on this side of the 
Atlantic. Here, as in many other fields 
of social endeavor, there is at least a 
possibility that industry—actuated by a 
new sense of social responsibility—can 
attain some of the ends sought by state 
action in Europe with results more in 
keeping with our national psychology. 
The extent to which American industry 
can evolve such a sense of social re- 
sponsibility during the next 20 years 
will determine the issue. 

“Medicine in Industry ” has come to 
stay. It will always be essential that 
the employer should safeguard his 
workers against the specific hazards 
inherent in their employment. How 
far “Industry in Medicine” may de- 
velop, only time will show. It will, I 
think, come to be recognized that an 
organized program of medical services 
paid for on a periodic contributory basis 
is an essential of sound community life 
and therefore of industrial life which 
forms the basis of community life. Such 
a program will ultimately be carried out 
on a basis of state action if the need is 
not first met in some other way. I can 
see no other way for industrial com- 
munities than the organization of the 
payment side of the problem by the in- 
dustries themselves—either contracting 
for organized medical service with hos- 
pitals, group clinics or other profes- 
sional agencies or providing through in- 
dustrial initiative the service as well as 
the system of payment. It will be well 
for the far-sighted industrialist to study 
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this problem with care, particularly if 
he is not anxious for the extension of 
governmental agencies into new fields of 
activity. 
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Scholastic Standing and Mouth Condition 


| 1912, Dr. Fones, of Bridgeport, 
Conn., found that 40 per cent of the 
children in that city showed retardation 
in their school work. He began the 
practice of dental hygiene on them, and 
4 years later, the number of deficient 
children was reduced to 20 per cent. 

In Atlanta, Ga., Dr. Sutton found 
that after the mouths of school children 
were put into healthy condition, the 
percentage of failures dropped from 22 
to 8 per cent. 

Recently, 164 junior high school boys 
in Minneapolis averaging 14 years of 
age were subjected to a similar experi- 
ment, 56 being among the best pupils 
of the school, 59 among the worst, and 
a third group of 49 were used as con- 
trols. The dental examinations were 
made with no knowledge of the 


scholastic standings of the boys. A 
careful record was kept and the mouth 
conditions graded as excellent, good 
fair, or poor. Of 7 boys who had ex- 
cellent teeth, 6 were in the group of 
excellent students, and only 1 poor, 
and of those having poor mouths, 5 
were poor students, 3 were in the con- 
trol group, and 1 was excellent. Of 
the excellent students, 70 per cent had 
mouths which were either excellent or 
good, while of the poor students, only 
51 per cent were in these two classes. 
The study is being continued on larger 
groups and attempts being made to 
correlate the mouth conditions of the 
children with the occupational status of 
fathers——Joseph T. Cohen, D.D5S. 
Scholastic Standing and Mouth Condi- 
tion, Mouth Health Quart., Jan., 1933. 
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Suggested Method of Computing and 
Standardizing the Maternal 
Mortality Rate’ 


ROBERT J. LOWRIE, M.D. 
Attending Obstetrician, St. Vincent’s Hospital, New York, N. Y. 


INCE the publication of my 

original paper’ on this subject I 
have had, from different parts of the 
world, several letters containing criti- 
cisms and suggestions regarding the 
proposed method of computing and 
standardizing the maternal death rate. 
\s the method suggested necessarily 
involves some of the principles of the 
present method, a good share of the 
criticisms aimed at me also strike at the 
method now in vogue of arriving at 
the maternal death rate. My paper, 
then, has evidently served a twofold 
purpose. 

The present work is the result of an 
attempt to rewrite the original article 
in simpler form, using as a guide the 
material found in those letters which 
my correspondents have kindly for- 
warded to me. 

In the United States for the year 
1928 the maternal death rate was 69 
per 10,000 live births. For the same 
year in the Netherlands the rate was 34 
per 10,000 live births. Does this mean 
that the pregnant woman in the United 
States actually runs double the risk of 
dying in childbirth of her sister in the 
Netherlands? Or might the difference 
in the two rates be due, in some 


“Read before the Child Hygiene Section of the 
American Public Health Association at the Sixty- 
frst Annual Meeting in Washington, D. C., October 


1932. 


measure, to variation in methods of 
computation ? 

Of late, considerable attention has 
been directed toward certain fallacies 
which may arise in the comparison of 
maternal death rates. The League of 
Nations has given several reasons why 
comparison of International Vital Statis- 
tics may lead to erroneous conclusions. 
The publications of the U. S. Bureau 
of the Census also caution the reader 
in this regard. 

Hospitals, maternal welfare or visit- 
ing nurse organizations, etc., sometimes 
quote their maternal death rates and 
then commit the unpardonable error of 
comparing these “low” rates with the 
“high ” rate of the country as a whole. 

The death rate of the maternity hos- 
pital or organization is a selective and 
necessarily lower rate than that of the 
community or country of which it is a 
mere sample. There are two chief 
reasons for this: (1) the difficulty, 
especially in a large metropolitan 
center, of following to the end of 1 
month after birth a// women registered 
for childbirth; (2) the maternity insti- 
tution being primarily concerned with 
birth of children has on its records a 
relatively small proportion of cases such 
as abortion, miscarriage, ectopic. 
However, the deaths from these, as well 
as the deaths of women not accounted 
for 1 month after giving birth, appear 
on the roster of the Board of Health. 
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Yet from surveys such as these has 
emanated the widely disseminated 
assertion that in the United States 2 of 
every 3 maternal deaths are unneces- 
sary. 

Physicians actually in attendance on 
confinement cases terminating fatally 
often find it difficult to- state on the 
certificate whether death was due to 
childbirth or to some complicating con- 
dition such as heart disease, tubercu- 
losis, etc. His opinion as to the cause 
of death is final only if it agrees with 
the vital statistician’s interpretation of 
the classification in the ZJnternational 
List of Causes of Death. It is readily 
seen that the maternal death rate may 
vary with precision of application of 
the rules for allocation of causes of 
death, and this quite independent of 
number of deaths. In spite of this 


possible obvious disparity, the maternal 
death rate is computed to within 0.1 
per cent. 

The primary object of computing a 
death rate is to compare it with that of 


some other community or country. It 
is important, therefore, that if death 
rates of different areas are to be com- 
pared, first, all deaths must be included, 
and second, there must be some 
standard method of computation. The 
crude, general and true death rate is 
the result of computing the relation 
between the exposure group, or number 
of persons alive at the beginning of an 
interval of time, and the number in that 
exposure group who died during the 
same interval. 

In case of the maternal death rate 
the method of computation is some- 
what different. If in a given area in a 
given year, 668 women died of causes 
directly assignable to childbirth, and if 
during that year there were 121,462 
babies registered as born alive, then 
the maternal death rate is 55 per 10,000 
live births, as given by 

668 


121,462 


oF Pusitic HEALTH 


Because of the very incomplete 
registration of pregnancies which issue 
in the form of abortion, miscarriage, 
and ectopic gestation, there is no ac- 
curate record of the number of women 
in whom pregnancy terminated in less 
than 28 weeks. Since the number of 
live births from pregnancies under 28 
weeks is very small, the exposure group 
in the definition of maternal death rate, 
121,462 in equation (1) above, refers 
practically only to the last 12 weeks of 
pregnancy. The number of deaths, 668, 
refers, however, to the whole 40 weeks 
of pregnancy. The denominator of (1) 
is short the number of women whose 
pregnancy ended under 28 weeks. The 
effect of this is to give a relatively high 
value for the maternal death rate. 

As the denominator, 121,462, of the 
fraction for getting the maternal death 
rate refers only to “live” births, it is 
readily seen that the rate would rise in 
proportion to deficiency in_ birth 
registration. The same thing might 
happen where the proportion of live 
births—of all births—was relatively 
low. 

It is seen then, that the maternal 
death rate as defined in terms of regis- 
tered live births, varies with the 
rigidity of application of the rules for 
allocation of causes of death; is over- 
stated by its own definition; increases 
with deficiency of birth registration, and 
with the number of maternal deaths 
which occur before birth of child; very 
probably increases where the propor- 
tion of live births in all births is 
relatively low. 

It is quite natural then that we should 
seek a method of measuring the ma- 
ternal death rate which would be free 
of the variables mentioned above, 
which would conform to the definition 
of the crude or true death rate, and 
which could be used to make reliable 
comparisons, national or international. 

Registration of births of gestation 28 
or more weeks permits of a method 


\ 
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(q.v.) of computing the corresponding 
exposure group of women, which when 
related to the deaths in this same group 
cives the death rate of women in this 
span of pregnancy. But there still 
remains to be considered those women 
whose pregnancies terminate by abor- 
tion, miscarriage, or ectopic. The in- 
complete registration of these does not 
allow of calculation of the exposure 
croup and hence of a true death rate. 
These deaths might be related to the 
number of non-childbearing females in 
the same age class, or they could be 


stated as a percentage of the total 
deaths for all periods of gestation. 
Employment of either of these two 
methods is merely making the best of 
the situation. 


\ woman pregnant 28 or more weeks 
is said to have a viable pregnancy. This 
class of women I have designated the 
childbearing group, or the exposure 
group. 

The number of deaths in women in 
the childbearing group is, of course, 
the number of death certificates in 
women pregnant 28 or more weeks, on 
which certificates pregnancy or child- 
birth is given as either the primary or 
contributing cause of death. Preg- 
nancy advanced to the period of 
viability, or even to the Sth or 6th 
month, is not likely to escape mention 
by the medical attendant. When 
necessary, further information as to 
period of gestation and whether death 
occurred before or after delivery, can 
be obtained by a supplementary com- 
munication to the physician. Generally 
speaking, this information is as avail- 
able as any other data on the death 
certificate. 

\s practically all deaths related to 
pregnancy or childbirth have occurred 
by the end of 1 month after birth, we 
shall consider all deaths in childbear- 
ing women which take place during the 
pregnancy or within 1 month after 
birth. 


The exposure or childbearing group 
is obtained from birth registration data 
and is the number of women in whom 
pregnancy terminated by live birth or 
stillbirth during or after the 28th week 
of uterogestation. Referring to these 
viable pregnancies, the number of 
women in the exposure group would be 
found by adding the live births to the 
stillbirths, deducting 1 and 2 for twins 
and triplets, and adding the number 
of women who died before giving birth. 

Unfortunately, bureaus of vital 
statistics do not usually make a sepa- 
rate tabulation of stillbirths of gesta- 
tion 28 or more weeks. Also, the num- 
ber of multiple (twin or triplet) births 
listed may include cases of gestation 
under 28 weeks. On the other hand, 
the registered live births is a much more 
reliable figure and it can, when neces- 
sary, be corrected for any deficiency in 
birth registration. Furthermore a 
“live birth” practically always implies 
gestation of 28 or more weeks. There- 
fore, in case of live births, classification 
of these in terms of gestation is not 
necessary in arriving at the exposure 
group. 

If bureaus of vital statistics would 
furnish separate tabulations for multiple 
births and stillbirths of gestation period 
28 or more weeks, then the number of 
women in the exposure or childbearing 
group is very accurately and readily 
obtained. It should be remembered 
that most women bearing children can 
be just as accurate about the time of 
expected confinement as they are in 
regard to giving their age. 

There is a second, and I think fairly 
reliable method of calculating the ex- 
posure group. It has no direct rela- 
tion to plural births or to stillbirths. 
An institution such as a maternity hos- 
pital or maternity service can have, and 
usually has, complete record of all 
births as well as the period of utero- 
gestation of each woman giving birth. 
If we deduct the number of women 
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whose pregnancies terminated under 28 
weeks and then relate this remainder to 
the number of number of live births we 
can get a very useful ratio. 

In Table I is shown a representa- 
tive and aggregate sample of consecu- 
tive cases from 5 maternity services in 
greater New York, in the year 1930. 
The ratio of childbearing women to live 
births multiplied by 1,000 (column 3) 
is what I have chosen to call the 
“converting ratio.” 

The result for the converting ratio 
obtained in column 3 of Table I allows 
us to say, for the representative sample, 
that for every 1,000 babies born alive 
there were 1,110 childbearing women. 
Assuming, as we have done, that our 
sample is a representative cross-section 
of the whole city, then the number of 
women bearing children in New York 
City is found by multiplying the num- 
ber of live births, 74,233, by the value 
of the converting ratio, 1,010/1,000, 
giving 74,975 (column 5). 


or PusLtic HEALTH 


Generally speaking, the proportion 
of live births in home confinements js 
probably comparable to that of the 
institution. It is true that the difficult 
cases are more liable to gravitate to 
the hospital, but it is also true that the 
hospital has more facilities for consery- 
ing life. As may be seen later, a fairly 
wide margin of error in the converting 
ratio gives rise to a relatively small 
deviation in the computed death rate. 

In Table II the number of women 
bearing children, 74,975, when added to 
the number of women who died before 
giving birth, gives us in column 3 the 
number of women in the exposure or 
childbearing group, viz., 75,009. When 
the number of deaths from all causes in 
women in childbearing or exposure 
group, 246, is divided by the number of 
women in the group, 75,009, we obtain 
as is shown by column 5 of Table II 
and by the equation 


246 
X 1000=3.28 
75,009 


TABLE I 


THE NUMBER OF WOMEN BEARING CHILDREN, OBTAINED FROM REGISTERED LIVE BIRTHS 
BY THE METHOD OF THE CONVERTING RATIO 


New York City 


Ages 20-29 


Year 1930 


Representative Sample* 


New York City 


Livebirths | 
women 


iColumn 2 


Column 1 


Childbearing | Converting 
ratio 


Women bearing 
children Column 
4 multiplied 
by column 3 


1,010 
74,233 x 


’ 


Live births 
corrected 
for deficient 
registration 
of 1 per 1,000 


x 1,000 || 


74,975 


* Aggregate sample of consecutive cases from maternity services in New York City in year 1930: Man- 
hattan Maternity and Dispensary, Sloane Hospital for Women. City Hospital, New York Nursery and Childs 
Hospital, and the Methodist Episcopal Hospital of Brooklyn. 


t} 

1,000 
5,083 5,134 5,134 74,233 
. - x 1.000 ' 

5,083 
= 1,010 t 
or 1,010 
1,000 
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TABLE II 


DeATH RATE IN CHILDBEARING WOMEN IN AGE CLASS 20-29 FOR NEW YORK CITY IN 
YEAR 1930 


(1) (2) (3) 


(4) (S) 


Deaths 
before birth 
of child 


Women 
bearing 
children 


Women in 
childbearing 
group 


Death rate in 
childbearing 
group 


y 
Column 4 
— x 

Column 3 


Deaths from all 
causes in child- 
bearing women} 
during pregnanc 
or within 1 
month after 
birth 


1,000 


74,975 


75,009 


246t 3.28 per 1,000 


* There were 68 women in all age groups who died before giving birth. 


As about half the births occur 


e age class 20-29, I have assumed likewise that about half the deaths, viz, 34, also took place at these 


+ In the age class 20-29 there were 319 deaths in women at any period of gestation. 


Referring to all 


es. of the total of 667 deaths, 515 or about 78 per cent were in women pregnant 28 or more weeks. On 
e assumption that the proportion 78 per cent holds good, approximately, for the separate age groups, 246 


nd, by taking 78 per cent of 319. 


tly under- or over-stating the death rate in the separate age groups. 


It will be seen then that this assumption will have the effect of 


In this series I have been given to 


erstand that practically all deaths in women pregnant 28 or more weeks are listed as of maternal origin. 


the death rate of 3.28 per 1,000 for 
women in the childbearing group. 
In equation (2) we have an expres- 


sion which conforms to the definition of 
the crude or general death rate. It is 
therefore the true death rate from all 
causes of childbearing women in age 
class 20-29. It is seen that the true 
death rate, so arrived at, involves no 
element of correction or personal equa- 
tion. It depends only on standard 
data—age of mother, status in preg- 
nancy, and relation of death thereto— 
all of which can be obtained by birth 
and death certification in any locality 
or in any country. 

In making a comparative study of 
maternal death rates it is this general 
death rate in childbearing women to 
which we should direct our attention, 
rather than the corrected rate given in 
terms of live births which, as we have 
seen, can by its own definition, vary 
within wide limits. 

In my original paper I did not com- 
pute rates for the separate age groups. 
For this I have been criticised and, I 


presume, rightly. It may be noticed, 
however, that this criticism has not been 
aimed at the present method, giving 
the rate in terms of maternal deaths per 
1,000 live births. 

The crude and general death rate for 
childbearing women in the age class 
30-34 in New York City, 1930, I have 
computed in the same way and find it 
to be 4.69 per 1,000. 

We have seen, for instance in the age 
class 20-29, that the 3.28 per 1,000 of 
equation (2) includes all deaths. If 
we use round numbers and regard the 
rate as 328 per 100,000 we may ask 
in how many of the 328 women death 
was caused by some complicating ail- 
ment such as heart disease or tubercu- 
losis. How many of them would have 
died even if not pregnant? Or, what 
is the death rate in puerperal women 
from causes other than childbirth—the 
so-called normal death rate? If such a 
rate can be obtained and then sub- 
tracted from the general death rate in 
childbearing women the remainder is 
the death rate in women who died solely 


463 

the 
ult 

to 
rly 
ing 
all | 
te, is 
“ 
re 
he 
en e 
re 
of 
in 


464 AMERICAN JOURNAL OF PuBLIC HEALTH 


TABLE III 


Age Class 20-29 


New York City 


—— 


Childbearing Women 


Married, Non-childbearing Women 


(1) (2) 
Number ka) Total married women (a) 
75,009 371,992 
Deaths during pregnancy or|(b) Married non-childbearing women|(b) 
within one month after birth 246 2 (a) less 1 (a) 296,983 
Deaths in married non-child-|(c) 
|| bearing women 1,041 
||Census figure less 1 (b) 
Death rate i(c) Death rate in married non-child-|(d) 
bearing women 
(Applies for only 3.28 } (Applies for 3.50 
16 weeks of year) | per 1,000 || whole year) per 1,000 
because of pregnancy and childbirth— 3.28 16 3.50 2.20 
——- — -- X = (3) 


the death rate per se due to pregnancy 
and childbirth. 

In attempting to get a value for the 
normal death rate we should examine 
the death rate in a group of women 
identical with childbearing women ex- 
cept as to pregnancy and childbirth. 
We might then regard, for the particu- 
lar year and age class, the death rate in 
married non-childbearing women. This 
data can be obtained from bureaus of 
vital statistics and from the census 
figures. 

In Table III is shown the death rate 
in childbearing women and the rate in 
married non-childbearing women for the 
age class 20-29 in a given year. As 
may be found from actual computation, 
a wide margin of error incident to 
estimating the population for an inter- 
census year involves a relatively small 
deviation in the computed death rate. 

If the death rate in married non- 
childbearing women is to be compared 
with that of the childbearing group we 
must multiply by 16/52. Then, by 
subtracting the two rates and placing 
them in equation form we have, for age 
class 20-29, 


1,000 52 1,000 1,000 


328 108 220 
= (4%) 


100,000 100,000 100,000 


The interpretation of equation (4) 
may be given as follows, and is sub- 
ject to the truthfulness of the assump- 
tions used in obtaining the data for 
Tables I, II and III: In New York 
City in the year 1930, referring to age 
class 20-29, of every 100,000 women 
who entered the 28th week of preg- 
nancy, 328 died during pregnancy or 
within 1 month after birth. In that 
328 there were 108 whose primary cause 
of death was not pregnancy or child- 
birth, but rather some associated con- 
dition such as heart disease or tubercu- 
losis; and of the 328, the remainder 220, 
died primarily because of pregnancy or 
childbirth. The rate, 220 per 100,000 
childbearing women, is the death due to 
pregnancy and childbirth, per se. 

For the age class 30-34 in the year 
1930 in New York City the death rate 
per se was computed in the same way 
and found to be 352 per 100,000. 


When this rate is compared with the 

per 100,000 for age group 20-29 
it is readily seen that the rate per se 
increases with advance of age, and this 
‘jie apart from the increase in the 
general death rate due to age. 

in the original paper the deductive 
factor, represented as 108 per 100,000 
quation (4) in the present work, 
included all women who did not bear 
children during the year. One or two 
of my critics pointed out that inasmuch 
as the death rate in those physically or 
mentally unfit for marriage would be 
relatively high, the deductive factor 
would be correspondingly raised, and 
hence the death rate per se would be 
proportionately understated. With this 

nind, I have made up Table IV. 

On comparing the two values of the 
deductive factor for the same age class, 
in Table IV, does it seem to make very 
much difference whether or not the 
deductive factor takes into account 
marital status? Of course, Table IV 
represents only 1 year in New York 
City. 

it will be seen that equation (4) is 
true only if the normal death rate in 
childbearing women (the rate of death 
from causes other than puerperal) 
equals the value of the deductive factor. 
The right to assume this has been ques- 
tioned. James B. Russell and I are at 
present gathering some data pertinent 
to this matter and we are testing out a 
modified * form of equation (4). 


* Referring to women age x, let cQ’x be the death 

in childbearing women due to pregnancy and 

lbirth, cQx the normal death rate in childbearing 

en, ncQx the death rate in women not in the 
16 

ibearing group; also let cQx/—ncQx=K, then the 
52 


death rate due to pregnancy and childbirth per se for 


last 12 weeks of pregnancy and first 4 weeks after 

16 

cQ’x= (cQ’x+cQx) —K—ncQx .........-. (5) 
52 


If the normal death rate equals the deductive factor, 
then K=1 and the equation becomes 
16 
Q'x= (cQ’x+cQx)— —ncQx which is the general 
52 


of equation (4) above. 
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We observe from Table IV, age class 
20-29, that the rate of death per se is 
about two-thirds the crude death rate. 
If we were to compute the maternal 
death rates in terms of live births, we 
should also find approximately the 
same relation. In the age class 30-34 
(line 2 of Table IV), the death rate 
per se is about one-quarter less than 
the crude death rate. There seems to 
be no reason to suppose that this excess 
of a quarter or a third would not also 
be true for deaths in women pregnant 
less than 28 weeks. The proposed 
method of computation then, may serve 
as a check on the present method. In 
view of the fact that New York City 
affords a real representative cross- 
section of a cosmopolitan population, 
and assuming that 1930 is very probably 
not different from any other year, may 
we hazard the guess that the maternal 
death rate as computed by the present 
method, is a quarter to a third over- 
stated? 


SUMMARY 

It is thought that the present method 
of computing the maternal mortality 
rate, as the relation between maternal 
deaths and registered live births, is 
subject to several sources of error: 

1. It varies with the precision of application 
of the rules for the allocation of causes of 
death. 

2. It is overstated by its own definition. 

3. It increases in proportion with deficiency 
of birth registration and with the number of 
maternal deaths occurring before birth of 
child. 

4. It very probably increases when the pro- 
portion of live births—of the total of all 
births—is relatively low. 


Because of the errors incident to 
computation of maternal death rates by 
the present method, the comparison of 
maternal mortality rates in different 
areas or countries may often lead to 
unwarranted conclusions. 

Sweeping generalizations from rates 
in small samples usually lead to mis- 
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TABLE IV 
THE DEDUCTIVE FACTOR IN THE MATERNAL MORTALITY RATE, PER SE, NEW YORK CITY 1930 


— 


Deductive Mortalit 
Components of the deductive factor factor per rate per 4 
1,000 (per 1,000) 
gee 20-29 3.28 1.08 2.20 (1) 
Married women not bearing children 30-34 469 117 3.52 0) 
Married, single, widowed or divorced| 20-29 3.28 0.98 2.30 (3) 
women not bearing children 30-34 4.69 1.18 3.51 (4) 


interpretation. It has been pointed out 
that the death rate of a country, state, 
or large center is the representative 
and nonselective rate while that of the 
maternity organization—hospital, visit- 
ing nurse service, etc., is necessarily a 
selective rate and one which does not 
represent conditions in general. 

A low maternal death rate attainable 
in an institution in a large center does 
not imply that the rate for the country 
at large could be reduced to the same 
level. 

Bureaus of vital statistics usually 
do not have record of the number of 
women giving birth. If these bureaus 
would make a separate tabulation of 
stillbirths and multiple births of gesta- 
tion 28 or more weeks, the number of 
women pregnant 28 or more weeks 
(childbearing group) would be found 
by adding these live births and still- 
births to the number of childbearing 
women who died before delivery and 
then deducting one and two respectively 
for each set of twins or triplets. If 
these tabulations are not available, 
then the number of childbearing women 
in a given area may be obtained from 
the number of live births in that area 
by the method of the converting ratio 
as shown in Tables I and II. 

The exposure or childbearing group 
of women, however gotten, when related 
to ail deaths in that group, gives the 
crude, true and uncorrected death rate 
from all causes in childbearing women. 


It is this true and uncorrected death 
rate which should receive first con- 
sideration when national or interna- 
tional comparisons are made. 

The death rate due to pregnancy and 
childbirth per se is calculated by de- 
ducting from the crude death rate the 
so-called normal death rate or death 
rate in childbearing women from causes 
other than puerperal. Generally speak- 
ing, the normal death rate in a country 
for a given age class should parallel the 
general or crude death rate (from all 
causes) in the same age class. It should 
be remembered that the maternal 
death rate in a certain country may 
be high partly because that country 
has a high general death rate in women 
of comparable age. It is in such a 
circumstance that the mortality rate 
due to pregnancy and childbirth per se 
has an important application. 

In closing, let me state that the main 
object of this paper is the presentation 
of methods rather than the exhibition 
of death rates arising therefrom. It is 
hoped, at least, that the suggested 
scheme will stimulate a few individuals 
to further research. The author will 
gladly assist any workers who may have 
difficulty in applying actual data to the 
tables or equations for arriving at rates. 


REFERENCE 


1. Lowrie, Robert J. The Maternal Mortality Rate 
Computed and Standardized by a New Method, \ew 
York State J. Med., Oct. 1, 1931. 


> = = — — = — 
4 


Present Status of Handling 
Water Samples’ 


Comparison of Bacteriological Analyses Under 
Varying Temperature and Holding Con- 
ditions With Special Reference 
to the Direct Method 


ELFREDA L. CALDWELL AND LELAND W. PARR, Pux.D. 


Director and Chief Bacteriologist, Field Research Laboratory, Alabama State 
Department of Health, Andalusia, Ala. 


CCORDING to Standard Methods 
of Water Analysis of the Ameri- 
can Public Health Association! the 
time required between collection of a 
sample for bacteriological analysis and 
the beginning of the analysis should not 
exceed 6 hours for impure water nor 
12 hours for relatively pure waters; 
and during the period of storage the 
temperature should be kept between 6° 
and 10° C.; and any deviation from 
these limits should be so stated in mak- 
ing reports. 
lo determine to what extent and for 
what reasons deviations from this 
standard exist a questionnaire to each 
state and insular official? responsible 
for the water analysis of his particular 
area requested information on the use 
of ice in transporting and storing 
samples and the time elapsing between 
sampling and analysis. Fifty replies 
were received, only 2 insular authorities 
failing to respond. 


“Read before the Laboratory Section of the 
\merican Public Health Association at the Sixty-first 
\nnual Meeting in Washington, D. C., October 25, 


+ Funds for the work of this laboratory are con- 
uted by the International Health Division of the 
kefeller Foundation 


Analysis of the replies indicates that 
the use of ice in the storage and trans- 
portation of water samples intended for 
bacteriological analysis is a_ rapidly 
declining practice. Fourteen states 
have given up the use of ice entirely, of 
which 5 are southern subject to fairly 
long seasons of summer heat, though 
none from the extreme South, and 
another after experimentation reports 
its intention to do so shortly. In- 
cluding this state, only 11 state and 
insular laboratories reported the ex- 
amination of iced samples only; 25 
laboratories analyze both iced and 
un-iced samples, though in 6 of these 
the practice is tantamount to examina- 
tion of un-iced samples. One or more 
of the following conditions govern the 
procedure in the other 19 laboratories: 

a. Iced when collected by the Board of 
Health; otherwise un-iced 

b. Iced in hot weather 

c. Municipal samples iced, private samples 
un-iced. 

d. Iced when not examined promptly. 

The reasons given for the increasing 
use of un-iced samples may be resolved 
into the following points: 


a. With modern transportation facilities, 
because of their size some of the smaller 
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states and, through the establishment of 
branch laboratories, several of the larger 
states, feel that laboratory service has been 
brought within a few hours of all parts of 
the state. 

b. Climatic conditions in some northern 
states preclude the need for ice. 

c. Icing is expensive, often not practicable 
in remote areas, and frequently not carried 
out properly. 

d. Un-iced mail samples have been found 
economical and practicable. 

e. Many states do not ice if the analysis is 
carried out within 24 to 30 hours after 
sampling, since they consider icing necessary 
chiefly to safeguard the total counts on 
plates, which they omit except in certain 
technical controls. 


No laboratory gave information as 
to the temperature of samples, iced or 
un-iced, at the time of analysis although 
several remarked that the use of ice 
had not been entirely satisfactory. 

It is not improbable that the work of 
Berry * has considerably influenced this 
tendency toward the use of un-iced 
samples. He concluded: 

The number of Colon group bacteria in 
samples of ground water did not change ma- 
terially in the first 48 hours after collection 
regardless of whether the samples were kept 
at ordinary temperatures or packed in ice. 
Samples shipped without ice-packing will, 
therefore, yield dependable results and may be 
safely utilized where ice-packing is imprac- 
ticable. 


Not all the 50 laboratories answering 
the questionnaire gave information as 
to time elapsing between sampling and 
analysis, and many of the replies are 
open to misinterpretation. Of those 
making definite statements we inter- 
preted that: 


13 states begin analysis within 24 hours 
after collection 

15 states within 48 hours 

6 analyze samples sometimes 3 or more days 
old. 


It is unquestionably true that despite 
modern transportation facilities, a con- 
siderable number of water samples are 
more than 2 days enroute and a large 


number are not examined within 24 
hours. 

In the study of possible contamina- 
tion of water supplies from latrines 
bored or excavated into ground water, 
it was important that the recovery of 
the test organism should indicate the 
true character of the ground water 
being tested. To minimize uncertain- 
ties due to the shipment of water 
samples, we adopted the “ direct ’ 
method as standard. Samples were 
inoculated into lactose broth (3, 10 c.c.; 
2, 1 c.c.; and 2, 0.1 c.c. volumes) and 
plated in Endo (1 c.c.) on the field 
immediately after collection of the test 
samples and examinations were com- 
pleted at the Field Research Labora- 
tory. Because of the large volume of 
work involved it was not possible to 
incubate the cultures immediately on 
the field The time interval between 
inoculations and placing cultures in the 
incubator ranged from 15 minutes to 5 
hours with an approximate average of 3 
hours. Frequently atmospheric tem- 
peratures approximated 37° C. or were 
sufficiently high for growth. In any 
case direct inoculations served to fix 
the test volumes in culture before 
changes in water samples could occur. 

Methods Compared—tIn view of the 
varying practices summarized in Part 
I, it seemed worthwhile to compare our 
findings by the “ direct ” method with 
analyses of samples collected at the 
same time but examined after being held 
for varying periods under temperature 
conditions representative of these 
procedures. Samples were, therefore, 
collected from the same source at the 
same time and treated as follows: 

Direct (D), as indicated above 

Iced (I), ice-packed when collected and 
examined within a few hours 

Un-iced (U), held at atmospheric tem 
peratures and examined simultaneously wit! 
the iced 

Express-Iced (EI), ice-packed when co! 
lected anu held for 24 to 30 hours before 
examination 
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press-Un-iced (EU), held at 
temperatures and examined 
isly with the express-iced 


atmos- 
simul- 


[here were 672 duplicate samples 
amined direct and iced only, and 316 
by all 5 methods. Though occasionally 
| samples were held for 7.5 hours, 
far the greater proportion were ex- 
ned within 4 to 5 hours. When 
ospheric temperatures were high and 
holding period brief, the final tem- 
‘tures of the iced samples did not 
| to 10° C., occasionally registering 
to 15° C. The majority recorded 
less than 10° C. As frequently hap- 
in the shipment of samples to 
ntral laboratories, in very hot weather 
ice melted in 24 to 30 hours. The 
temperatures of express iced 
samples were, therefore, higher at times 
than 10° C., in cold weather recorded a 
low of 4.5° C., and averaged 17.1° C. 
‘or quintuplicate examinations. Un- 
iced samples fluctuated from 15° to 
2° C. The temperature of the 
ground water, varied from 16.5° to 

0° C., averaging 19.9° C. 

Source of Samples—We had the ad- 
vantage of a more exact knowledge of 
ur sources than is generally possible. 
lhe greater proportion of samples de- 
rived from pipe wells in our experimen- 
tal fields afforded waters of varying 
quality: (1) good water, (2) yielding 
aerogenes (soil) infected 
pumps,* and (3) receiving contamina- 
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tion or having been contaminated from 
experimental latrines. Group 4 includes 
a few samples from outside sources 
representative of water of poor quality 
contaminated from the surface and 
handling only—.e., from shallow, un- 
protected dug and driven wells and 
surface waters. 

Method of Bacteriological Examina- 
tions—In addition to Standard Methods 
for confirmed tests, the methyl red, 
indol and citrate tests were routinely 
employed to differentiate the colon- 
aerogenes group (hereinafter designated 
C-A) into 3 standard types—B. coli, 
B. aerogenes and Intermediates. In a 
very careful search for B. coli, streak- 
ings were made from 2 dilutions at the 
end both of 24 and 48 hours, if gas 
production warranted. In general a 
minimum of 4 to 8 colonies were picked 
according to gas production in varying 
dilutions. The presence of anaerobes of 
the Cl. Welchit type was confirmed. 
Pseudomonas complications were con- 
trolled by successive re-platings. In 
the examination of Endo pour plates, 
colonies were grouped into (a) “C-A 
reds ” and (b) “ Others ”—tiny whites 
predominating among the latter. Since 
1 c.c. was routinely employed to obtain 
an accurate picture of C-A reds, when 
other colonies exceeded 1,000 in num- 
ber they were not further estimated but 
recorded as > 1,000. 

For simplicity we shall compare our 


_ Time in Hours 
lec-| #Sam- 


Temp. Water °C. ||Maximum Air Temp. 


tions | ples Method 


Range 


Range 


wn 


| 16.0—19. 


2.0—13. 


16.5—25. 
4.0—15. 
17.0—34. 
4.$—25. 
15.0—35. 


la- 
er, 
of 
he 
er 
n- 
d 
d 
| 
Ave. Ave Range Ave. 
85 672 D 0 eS 16.7 11.0—28.0 | 22.0 
I 2.0 7.5 | 8.6 
316 D 0 0 | 19.9 19.0—45.6 | 28.7 
I 1.0 7.5 0} 10.0 
U 1.0 a 9 25.7 
EI 24.0—30.0 | ° 0 17.1 
EU 24.0—30.0 8 | 26.9 
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findings in terms (1) of the recovery 
of the C-A group as a whole, and (2) of 
its component member, B. coli. 


THE FINDINGS 

Direct and Iced Only—Since it had 
not been demonstrated that the direct 
method was feasible or would offer any 
advantages over iced samples inocu- 
lated within a few hours and incubated 
immediately, 672 duplicate direct and 
iced samples were analyzed. The very 
low recovery of lactose fermenters 
(1.0 per cent) and absence of C-A reds 
on pour plate from 604 duplicate 
samples of good water indicated that 
direct inoculations were practical. Con- 
tamination of cultures or plates in the 
field was not apparent. The recovery 
in 68 samples from wells receiving con- 
tamination suggested also that direct 
examinations were advantageous. The 
iced samples afforded 68 per cent of the 
direct recovery of the C-A group as a 
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whole, and though a comparable num- 
ber (95.5 per cent) yielded typical B. 
coli due to the gross contamination of 
receiving wells the C-A count on pour 
plate approximated only one-tenth. 

Quintuplicate Comparison—Table | 
gives the numerical data for bac- 
teriological analyses of samples in the 
different groups by the direct method, 
and compares the findings by the other 
methods in terms of the direct (per- 
centage). 

It is clear that in all groups the time 
interval before examination is of prime 
importance in the recovery of organisms 
of the colon-aerogenes group from 
water samples. Icing, though of 
secondary value, in general contributes 
definitely to recovery. 


A. The direct method demonstrates its 
superiority by slightly higher gas production, 
significantly greater recovery of the C-A 
group as a whole, and notably higher yield of 
B. coli, evidenced not only by the greater 


TABLE I 


COMPARISON OF RESULTS OF BACTERIOLOGICAL ANALYSIS OF QUINTUPLICATE SAMPLES 
UNDER THE CONDITIONS INDICATED 


No. 


Gas pos. 


No. 
Sam. 


Wells |Collec-| 


tione | | Method X || 
| | 


No. 
|C- A pos.) 


| Pour Plate Data 


|B.c. pos. 


Total 
Otherst 


Total 
Reds 


No. pos. | 


Others | 


C-ARe ds| 


| 

| No. 
| 


| No. pos. | 


0 


| 


7 54 


| | 
0 0 


Only occasional gas, no recovery of C-A group by any method. 
D 2 25 0 10 


5 
3.1 
7.7 

5 


50 


44,670 (16 
58.9 (16 
77.6 (18 
73.6 (17 


3,615 | 
205.7 | 
205.2 | 
218.3 

285.3 | 


$3,265 (17 
78.2 (21 
92.5 (23 
0 | 996 86.7 (20 
ot 288.8 (99 


38. 


< Numerical data for D; I, U, 


+t Number in ( 


EI, EU expressed in terms of D (percentage). 
) indicates plates showing counts greater than 1,000 


t Discounting 29 counts from 124 plates in Group 3 not possible to indicate accurately. 


6 60 | 8.3 102.0 140.0 
[ 7 68 60.0 10.0 130.0 204.0 
| 5 52 20.0 6.0 100.0 122.0 
El 6 56 40.0 14.4 132.0 396 .0 
3 17 $1 184 D 162 124 93 84 8,960 182 
| 92.6 80 59.1 63.1 20.0 98.9 
I OR 8 56 49.5 61.9 17.0 990 4 
| g2 9 38 43.0 36.9 10.8 95.1 
EI 83.9 34 37.5 33.3t 12.8t 101.1 272.9 
4 15 19 23 D 20 19 8 15 639 23 
| 95.0 94.7 87.5 100.0 70.6 100.0 
90.0 94.7 75.0 80.0 52.6 100.0 
EI 80.0 84.2 75.0 100.0 71.0 100.0 
El 90.0 94.7 50.0 100.0 205 .8 100.0 
Tot 32 64 316 D 208 168 101 109 
89 8 79.2 61.4 67 
I 94 2 62.5 51.2 64 
R85 6 45.8 45.5 44 
Fl 82 7 44.6 6 50 
- + 
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percentage of positive samples but by the higher 
eportion of pour plates showing C-A 
lonies in greater numbers. There is progres- 

y less recovery by other methods in the 
er: iced, un-iced, express iced and express 
un iced. 

8. Recovery from iced samples examined 
within a few hours is definitely and sig- 
nificantly greater than from the remaining 3 
methods under the conditions of fecal or 
face contamination usually encountered in 
the examination of water supplies. In 
handling samples yielding certain soil B. 
rerogenes only, icing apparently accelerates 

death rate. 

C. Though the difference in recovery of 
C-A organisms as a group from iced and 
in-iced samples held for 24 or more hours is 
slight, possibly because of the susceptibility of 
certain B. aerogenes to cold temperature, the 
yield of B. coli in favor of the express iced 
robably is significant. 


p 
ct 


Of special interest are the findings of 
57 samples chosen from Group 3 from 
wells which, with 1 important exception 
mentioned later, had been consistently 
showing fecal B. coli derived from 
latrine contamination over a consider- 
able period of time. With the excep- 
tion of 1 sample showing gas due to 
anaerobes, the remaining 56 yielded 
B. coli upon direct examination in all 
samples, approximately 70 per cent in 
1.0 cc. or smaller volumes. The 
results are tabulated in Table IT. 

In these samples the standard iced 
method offered little better than one- 
half the direct recovery of B. coli, the 
un-iced express less than one-fourth, 
while the un-iced and express iced 


yielded approximately 33.0 per cent. 
Pour plates from samples, iced or un- 
iced, yielded approximately one-fifth of 
the direct C-A count when inoculated 
within a few hours and less than one- 
tenth when samples were held from 24 
to 30 hours. In the un-iced express 
samples the marked loss in red colonies, 
4.0 per cent of the direct, is in contrast 
to the increase in “other” colonies 
which were more than twice as 
numerous. 

Among these wells one (X) is of par- 
ticular interest. In contrast to the 
others this had been giving good water 
for approximately 2 months while 
pumping 40 gallons. In withdrawing 
240 gallons fecal B. coli were pulled into 
the well, recoverable in all samples 
tested, yielding 1 to 6 B. coli per c.c. in 
4 out of the 5 samples by the direct 
method. In this significant situation 
typifying a well affording consistently 
good water which under unusual con- 
ditions yielded dangerous contamina- 
tion, the other methods contributed 
samples positive for B. coli, in 10 c.c. 
volumes only, as follows: iced 3; iced 
express 2; un-iced and un-iced express 
1 each. A second well of this group 
showing gross contamination with B. 
coli in all 5 samples by the direct 
method, yielded B. coli also by the other 
methods, but in significantly less num- 
bers evidenced by C-A colonies on pour 
plates: (D) 583; (I) 101; (U) 27; 
(El) 37; and (EU) 26. 


TABLE II 


COMPARISON OF BACTERIOLOGICAL ANALYSES OF SAMPLES FROM WELLS 
ALL RECEIVING FECAL CONTAMINATION 


Pour Plate Data 


Welle Collec- No. MethodX No. No. No. 
| tions | Sam. |° ethe || Gas pos. |C-A pos./B.c. pos.|| pos.| Total | No. pos. | Total 
| ||\C-AReds| Reds | Others | Others* 
12 18 57 D 57 56 56 39 827 56 20,696 (13) 
I 100.0 71 55.4 48.7 20.9 101.8 109.8 (16) 
100.0 44.6 35.7 41.0 23.0 101.8 108.6 (16) 
EI 100.0 33 } 32.1 25.6 6.1 101.8 129.0 (14) 
El 100.0 32.1 | 23.2 205 | 3.9 | 101.8 | 206.7 (37) 
| | 


*See Table I. 
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DISCUSSION 

These results emphasize the points 
stressed by Standard Methods of Water 
Analysis that “ because of the rapid and 
extensive changes which may take 
place in the bacterial flora of bottled 
waters when stored even at tempera- 
tures as low as 10° C., it is urged as 
of importance, that all samples be ex- 
amined as promptly as possible after 
collection.” Our series serves to empha- 
size anew the probable process of loss 
of bacteria significant of dangerous 
contamination—a rapid death rate of 
fecal organisms, particularly B. coli, 
and an increase in associated organisms. 
The particular wells mentioned sup- 
port the general findings that in the 
light of results from direct inoculations 
the death rate of fecal B. coli in bottled 
waters is very rapid even within a few 
hours. Our results indicate that in bac- 
teriological analyses of water receiving 
undoubted fecal and perhaps dangerous 
contamination the loss of recovery even 
with the iced samples examined within 
a few hours approximates 40 to 50 per 
cent, and there is progressively greater 
loss as the time of holding increases 
whether samples are iced or un-iced. It 
should further be stressed that in the 
examination of our samples the pro- 
cedures involved a more thorough search 
for fecal organisms than usual in public 
health laboratories, and it follows that 
our findings probably show greater re- 
covery than would obtain in the 
analyses of the same samples under 
routine conditions. Unless samples are 
inoculated directly, our results indicate 
the need of icing when waters are re- 
ceiving significant fecal contamination 
and suggest that the increasing tendency 
to send samples un-iced is open to ques- 
tion. Though practical circumstances 
may make examination of un-iced 
samples necessary or even advantageous 
in handling certain waters, it should be 
emphasized that the practice derives 
sanction from expediency and does not 


conform in general to the conditions 
best for analysis. 


CONCLUSIONS 

We have found direct inoculation 
feasible. There is no question of the 
marked superiority of this method under 
any and all circumstances. We believe 
that with samples collected by state 
employees, particularly from water sup- 
plies of small villages and towns with- 
out laboratory facilities, in areas where 
bus transportation is available to carry 
cultures and plates to a central or 
branch laboratory for incubation within 
a few hours, direct inoculations are 
practicable. In water plants serving 
municipalities having laboratories, 
direct inoculations at the various 
stations could readily be adopted. 


SUMMARY 

An analysis of 50 replies received from 
state and insular laboratories indicates 
(a) that in most cases the procedure pre- 
scribed in Standard Methods of Water 
Analysis with respect to the storage and time 
of examination of water samples is not ob- 
served; (b) that a large number of water 
samples are not examined within 24 hours and 
a considerable number after 48 hours; (c) 
that ice-packing of water samples is rapidly 
declining. Comparison of recovery of colon 
group bacteria from iced and un-iced samples 
examined at varying periods indicates a very 
rapid death rate of B. coli in bottled samples 
of contaminated waters, which is progressively 
greater as the period of holding increases 
Icing, though of secondary importance, offers 
a distinct advantage. Direct inoculations 
were found practicable and showed marked 
superiority over any other method. The 
feasibility of the direct method for municipal 
water supplies is suggested. 
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Record Forms for Public Health Nursing 


| \ 1925 the Records Committee of the 
National Organization for Public 
Health Nursing drafted a set of nursing 
record forms so designed that the nurse 
might work with the family as a unit. 
The forms were put out with the under- 
standing that they would be revised 
from time to time to meet the changing 
needs of the public health nursing field. 

lhese forms have just been revised 

a joint project of the American Pub- 
ic Health Association Sub-committee 
on Record Forms and the National 
Organization for Public Health Nurs- 
ing Records Committee. As the forms 
are to be included as part of the 
standard forms for public health work 
to be recommended by the A.P.H.A. 
Sub-committee on Record Forms, the 
terminology and general set-up of the 
records conform to those of the other 
forms for reporting health work. 

rhe plan of the 1925 Record System 
has not been changed in this revision; 
the record forms are again planned to 
enable the nurse to work with the 
family as a unit, and, in most instances, 
they are to be used with the family 
folder. However, individual records 
are so designed that it is not necessary 
to use the family folder and any 
record may be used by itself. 

The significant features of the record 
forms are: 


Provision for a definite content of visit by 
listing the conditions which must be watched 
making an effective visit. 


Provision for the minimum amount of 
writing by the nurse, by listing on the forms 
items which may be checked, or by using 
code suggested on the record, to give the 
ired information. 
Provision for entering on certain forms, 
mmaries of conditions found and care given, 
ther when the case is closed, or periodically 
patient is under care for a long time. 


The Record System includes the 
following forms. An asterisk indicates 
those forms which have not been 
changed in this revision. 


Index Card * 
Family Folder 
Maternity Service 
Maternity Record—AP-Del -PP - NB 
(double form) 
Maternity Record (Prenatal Service) 
Morbidity Service 
Morbidity Record 
Continuation—Morbidity 
Record of Care * 
Tuberculosis Record 
Tuberculosis—Record of Visit 
form) 
Health Supervision Service 
Child Health Supervision—Infant—Pre- 
school (double form) 
Medical Conference Record * 
Extra Data * 
Nurse’s Daily Report * 
School Service 
School Health Record 
School Nurse’s Record of follow-up 
Nurse’s School Report * 


(double 


The following is a brief description 
of the various forms and of the revisions 
made: 

Index Card—This is an individual 
identification card which is used to de- 
termine whether the individual is or has 
been under care. 

The Family Folder—This form is de- 
signed to give a complete record of the 
family. The face of the form provides 
spaces for entering facts about the 
social history and the environment of 
the family. Certain items which are 
considered necessary only under special 
conditions are starred to indicate that 
information regarding these may not be 
entered for every case. The inside of 
the folder provides space for a sum- 
mary of services given to individuals in 
the family. 
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It is recommended that a family 
folder be used for health supervision 
and when any social or economic prob- 
lem is indicated. It may or may not 
be used when there is no social or 
economic problem. 

The only revision on this form is the 
addition of certain items particularly 
applicable to rural areas. 

Maternity Service—The Maternity 
Record—AP — Del — PP — NB is de- 
signed for use during the complete 
maternity period. Space is provided 
for entries during prenatal and _ post- 
partum care and for facts relating to 
delivery. Space is also provided for 
entries on care of the new-born infant 
during the postpartum care of, the 
mother. 

The principal revision in this form is 
the rearrangement of conditions to be 
watched for in making an effective 
visit. Some few items have been added. 

The Maternity (Prenatal Service) is 
a new single form designed for agencies, 
especially health departments, which 
are interested primarily in prenatal 
care. 

The set-up of this record is the same 
as that of the maternity record for 
complete care. 

Morbidity Service—The Morbidity 
Record is to be used for care of illness; 
non-communicable and communicable 
other than tuberculosis. If used for 
communicable diseases, information re- 
quired by health departments may be 
entered under remarks. 

The Continuation-Morbidity is the 
same as the reverse side of the Mor- 
bidity Record. 

The principal change in these two 
forms is the provision of definite space 
for entries under “ Physician’s Orders.” 

The form Record of Care sometimes 
known as “ bedside notes ” is to be left 
in the home and is used by all who are 
caring for the patient. 

The Tuberculosis Record is intended 
for use in all diagnosed cases. It may 
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also be used for suspicious or un- 
diagnosed adult cases. Such cases 
should be flagged or otherwise specially 
marked. Contacts and predisposed 
cases among children should be recorded 
on the special health record forms for 
their age groups, these records also 
being specially marked. 

This form is planned to provide 
entries throughout the period of illness. 
Space is allowed on the reverse side for 
periodic summaries. Yearly summaries 
are recommended but the interval be- 
tween summaries will vary according to 
type of case carried. 

The Tuberculosis Record of Visit is 
to be used with the Tuberculosis Record 
and is a double form. The conditions 
which are to be watched in making an 
effective visit are listed and space is 
provided for supplementary notes on 
conditions, instructions and care given, 
and for  physician’s orders. The 
principal revision of these two forms is 
the provision for entries on information 
in relation to family and household 
contacts. 

Health Supervision Service — The 
form Child Health Supervision—Infant 
-—Preschool, is designed to be used for 
the health supervision of both infants 
and of children of the preschool age. 
Three forms, Child Health Supervision 
Record, Child Health Supervision 
Infant—Record of Visits, and Child 
Health Supervision—Preschool—Rec- 
ord of Visits, have been combined in one 
double form. The periodic summary 
which was on the Child Health Super- 
vision Record has been discontinued, as 
it was found to have little value in 
actual practice. 

The first sheet of the new form pro- 
vides space for identification data, dis- 
ease experience, and for immunization 
and tests. Conditions to be noted in 
making an adequate visit are listed on 
sheets 2 and 3. The items listed in- 
cluded those applicable to the care of 
both infants and preschool children. 
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Space for physician’s orders is provided 
on the 4th sheet. This form may be 
used either for visits in the home or for 
visits to a health conference. 

(he Medical Conference Record is 
for use of physicians at medical con- 
ferences. It is expected that a new 
form will be drafted by the A.P.H.A. 
Sub-committee on Records. 

Nurse’s Daily Report Sheet—This is 
planned to give a picture of the nurse’s 
day and also to serve as a basis for 
making up the monthly and annual 
reports on staff activities. A revised 
draft is now being worked on by the 
two Records Committees, 

School Nursing Service—-The two 
forms, School Health Record and 
Nurse’s School Record of Follow-up, 
take the place of the form on School 
Health Record. The revised School 
Health Record is designed to give a 
picture of the health of a school child 
over a period of years and a summary 
of the school nursing service in relation 
to the child. It is expected that this 
form will follow the child from school 
to school. 

The School Nurse’s Follow-up is de- 
signed for entries by the school nurse 
of her services in relation to the school 
child and for entries of facts regarding 
the health of the child during the period 
of a school year. It is intended that 
at least a yearly summary of this in- 
formation will be made on the School 
Health Record. The School Nurse’s 
Follow-up may then be destroyed. 

The Nurse’s School Report Sheet is 
designed to give a picture of the school 
nurse’s day and also to serve as a basis 


for making up monthly and annual 
reports on the nurse’s activities in con- 
nection with schools. It is expected to 
revise this form at some later date. 


GENERAL COMMENTS 

The record forms just described have 
been published although they are not 
copyrighted. It is hoped that agencies 
in planning their own forms will follow 
the same general plan as the published 
ones so that public health nursing 
records throughout the country will 
tend to be uniform. 

The published record forms, except 
for the Family Folder and Index Card, 
are on 5” x 8” bond paper. The index 
card is a light weight 3” x 5” card. 
The Family Folder is an 8” x 10” very 
tough manila folder which folds as a 
5” x 8” container in which all the indi- 
vidual case records of the family may 
be kept. 

The forms are available from Mead 
& Wheeler Co., 610 South Michigan 
Avenue, Chicago, Ill. The price list 
and a sample set will be sent directly 
by them to anyone on request. 

Records Committee of the National Organiza- 
tion for Public Health Nursing 
Cart E. Buck 
Mary A. CLARK 
Maset C. DEBONNEVAL 
Anna A. EwInc 
I. Martnve Havey 
Mrs. Cart PoMEROY 
KATHARINE E. PIERCE 
Marion RANDALL 
Mavup STEEVES 
Louise M. TATTERSHALL, Secty. 

Ex-Officio 
Sopnte C. NELSON 
KATHARINE TUCKER 
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EDITORIAL SECTION 


Expressions of opinion and statements of supposed facts are published on authority of the writer under whore 
name they appear, and are not to be regarded as expressing the views of the American Public Health 
Association, unless such statements or opinions have been adopted by vote of the Association. 
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DOES HEATING INJURE THE NUTRITIVE 
PROPERTIES OF MILK? 


lags artificial feeding of children and infants is a necessity as well as an 
accepted fact, as is also the use of cow’s milk for the purpose, to the prac- 
tical exclusion of that of other animals. There are some who advocate the use 
of raw, some pasteurized, some boiled, and others dried milk, and all of these can 
give reports which are favorable. 
In spite of the extensive literature dealing with almost every phase of artificial 
feeding and almost every type of milk, there is very little that can be used to 
make a fair comparison between raw milk on the one hand and heated milk on 
the other. Volumes have been written on pasteurized milk. Its value in the 
nutrition of children, in preventing gastrointestinal disturbances, and in stopping 
epidemics can certainly not be denied. Some experiments are entirely unfair; 
one, for example, in which a group of 122 infants fed on certified milk were com- 
pared with 112 fed on pasteurized milk, both milks having been boiled, is cer- 
tainly not of much use, since the certified milk was of the highest quality, and the 
pasteurized of ordinary quality. An experiment on a large scale was done in 
1930, in Lanarkshire, Scotland.' In this, 5,000 children were given raw milk and 
5,000 pasteurized, all of the same grade originally. The investigators concluded 
that as far as growth, weight, and height were concerned, the results from the 
two milks were equal. The only clear conclusion which could be drawn from 
this work was the value of the milk ration in improving the nutrition of the 
children. The extensive codperative experiment carried out in this country, and 
reviewed in our issue of December, 1932, also showed, as far as it went, that there 
was practically no difference between the groups fed chiefly on raw milk, and 
those chiefly on heated milk, as regards the average heights and weights. 
[476] 
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In regard to dried milk, which seems to be increasing in popularity, it can 
ain be said that there are no experiments on record which enable us to make a 
clear-cut comparison between it and pasteurized or raw milk. The changes pro- 
duced in drying are probably closely allied to those due to pasteurization, though 
the temperatures reached by the two processes in general use are probably higher 
than those ordinarily used in pasteurization, and may vary considerably. However, 
the testimony of experts who have observed the feeding of children with dried milk 
for many years is that there is no evidence of nutritional loss, so we must believe 
that the chemical changes do not have much clinical significance. 

\n unusually clear and judicial study of the question * points out, what is so 
well known, but often forgotten, that cow’s milk is adapted for the nutritional 
requirements of calves—not children—and takes the ground that it is perfectly 
possible that the slight changes produced by pasteurization are beneficial to 
children rather than otherwise, making it more nearly like human milk. “ There 
is nothing sacrosanct about the composition of cow’s milk in relation to man.” 

(he actual changes in milk produced by pasteurization are an increase in 
insoluble calcium of about 6 per cent, a reduction in the iodine content of about 
20 per cent, and some destruction of vitamin C. Milk is not:rich in vitamin C at 
best, though the amount is usually adequate for nutrition, but in actual practice, 
it is generally supplemented both for raw and pasteurized milk. 

In considering the effect of these changes, it may be that pasteurized milk is 
not as suitable for certain animals whose calcium needs are greater than those of 
calves, but it seems there is no evidence that this is injurious to infants whose 
calcium needs are lower. The pasteurization of cow’s milk brings it somewhat 
nearer to human milk as regards available calcium and phosphorus, and the change 
may be regarded as beneficial. Animal experiments as well as nutritional experi- 
ences on a large scale certainly give no support to the idea that pasteurized milk 
is in any way inferior to raw for infant feeding. These statements may not be 
entirely true for older children, since they require a greater amount of calcium 
for bone formation, and this is especially true for those who may be on a diet 
that is otherwise deficient in calcium, but apparently there is at present not much 
evidence on which to make such an assertion. 

We have an immense volume of clinical evidence gathered from many coun- 
tries which shows that pasteurized milk has fulfilled the needs for the feeding of 
infants and children over many years, with no evidence of damage, provided the 
possible loss in vitamin C is made good. The author above referred to holds that 
in view of this mass of clinical experience, it is up to opponents of pasteurization to 
demonstrate nutritional harm done by the process, and points to the fact that such 
experimental work as has been done proves that they have conspicuously failed 
to do so up to the present. 

When we add to this the marked lessening of intestinal troubles and contagious 
diseases carried through milk, it is hard to understand how any opposition to 
pasteurization can be justified. 
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COMMON SENSE IN HEALTH PROPAGANDA 


RESUMABLY everyone who has studied the question of health propaganda has 
realized that a certain amount of harm can be done by unwise health 
preaching. Many people are more or less ill balanced, and just as the medical 
student, according to the old saying, has for a while every disease which he 
studies, so do nervous persons suffer from imaginary dangers and diseases. This 
view is certainly not a new one, since many years ago it was held that writing 
concerning disease in ordinary language instead of in classical Latin would 
increase both real and imaginary illnesses. 
For some years there has been no lack of medical and alleged medical informa- 
tion given to the public by the daily press. Many organizations which have done 
a vast amount of good have with the very best intentions put on campaigns for 
the instruction of the public. Periodical medical examinations have been urged 
by the highest authorities, and it is hard to doubt that they have had on the 
whole a good effect. On the other hand, it seems equally certain that some people 
have been frightened, and that there has been at least a tendency to make the 
public “ disease-conscious.” 
Apparently the laity may very well question the sincerity of the medical 
profession in this movement. Though every doctor has capable professional friends 
always ready to give every examination possible free of charge, how many of 
them avail themselves of their opportunities? Do the wives of doctors suffering 
from cancer of breast, for example, come to the operating table sooner than other 
women? If not, why not? Many clinicians doubt the propriety and value of 
periodical medical examinations, though recognizing the value of early diagnosis, 
especially in diseases like tuberculosis, cancer and conditions characterized by 
albuminuria and high blood pressure. 
A thoughtful and wise presentation’ has recently appeared in which the 
ground is taken that in this matter of health propaganda, the practitioner and the 
health officer should work in closer codperation. There is no question that many 
of the propositions put forward on this subject come from those who do not 
know sick people, whether or not they are graduates in medicine. The clinician 
on the other hand, and especially the old time family doctor, knows human nature 
and sick people as the laboratory man and the layman can never do, and his 
advice is correspondingly valuable. 
Just how far it is advisable or wise to frighten a person depends largely upon 
the individual. No less an authority than Sir Thomas Horder has recently said, 
“ Concern about high blood pressure is one of the chief factors in maintaining it, 
and this holds good whether the concern be on the patient’s part or upon the 
part of the doctor.” Another man of long experience has said that many young 
women are being frightened out of having children. This might have been 
understood before the days of antisepsis, and though even now maternal mor- 
tality is too high, generally speaking, child birth is reasonably safe. 
Another instance is the propaganda for early diagnosis of cancer. Many 
people, especially women, spend their lives dreading cancer. Here there seems 
little doubt that the propagandists have exaggerated somewhat for the purpose 
of putting the point over, as well as enlisting the sympathy of the philanthropists 
in order to raise money for a purpose which unquestionably has a sound foundation. 
Our local, state, and federal health authorities must continue to preach public 
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health and to give out interviews through the press and over the radio. These 
are now well recognized and widely practised procedures. We may well ask what 
effect they have had on the general health. The answer is that for most people 
it has been good, though we recognize that some phobias have been induced. 

Many believe that the future control of contagious disease lies largely in 
prophylactic vaccination, and all over the world, efforts are being made to dis- 
cover vaccines. Concerning these, when they are discovered, as well as for 
those for which vaccines are already known, there must be given to the public 
information accompanied by advice which may be so urgent as to partake some- 
what of the character of compulsion. How should such a campaign be carried 
out? The highest success has been attained by enlisting the aid and codperation 
of the family physician—in other words, the clinician. It is a matter of wisdom 
for the health officer to keep in close touch with those who reach the largest pro- 
portion of the population, to consult with them, and to accept their advice. Any 
antagonism which may be aroused seriously injures the cause which the health 
officer has at heart, and may result in a large degree of failure, not only for that 
particular scheme, but for others of like character elsewhere. 
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DEFEAT OF PASTEURIZATION IN MANCHESTER, 
ENGLAND 


| Se England comes the news that Manchester by popular vote has rejected 
the compulsory pasteurization of milk. An English journal ' says that only 
13.2 per cent of the electors voted, and yet we are told that this was the heaviest 
balloting ever recorded on a vote of this description. The editor makes very 
strong comments on the futility and foolishness of submitting any question of 
public health to the popular vote, saying very properly that the public is not in 
a position to understand such matters, not having been trained technically to 
deal with them. He holds that the Public Health Act of 1875, which is generally 
regarded as one of the finest pieces of public health legislation ever enacted in 
the world, would have failed of passage if the provisions had been submitted 
piecemeal to popular vote, and feels that even today most of them would be 
rejected if subjected to such an ordeal. 

The Manchester Corporation Bill provided that all milk other than certified 
and Grade A (Tuberculin-Tested) coming into the City should be pasteurized. 
It is stated that 75 per cent of the milk supplied to Manchester is already 
pasteurized, that the City Council issued 350,000 explanatory leaflets for the 
education of the public, and that 323 children are infected with bovine tuber- 
culosis every year, at a cost for treatment to Manchester of $90,000. In 1929, 
of a total of 1,133 samples of milk, 111, or 9.8 per cent showed tubercle bacilli. 
Of mixed milk samples from 697 farms examined during the same period, 88, or 
12.62 per cent gave positive results. The corresponding figure for London in 
1929 was 7.5 per cent. We have learned from the People’s League of Health, as 
well as from other sources, that some 40 per cent of the herds in England react 
to the tuberculin test, that 2 per cent of the milch cows have tuberculosis of the 
udder, and that 14 per cent of market milk yields living tubercle bacilli. 
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Against such facts, the argument was used that compulsory pasteurization 
would drive the small producer out of business, that children prefer raw milk, 
and that it is more nutritious, since pasteurization precipitates calcium and destroys 
the vitamins. In the face of this, we have a declaration from the Minister of 
Health that pasteurization “ ensures a milk which is not only safe but also retains 
its food value practically unimpaired.” The Public Health Committee of the 
Town Council approved the Bill submitted and apparently did all they could to 
have it passed. 

In a scathing editorial, the publication referred to’ makes the statement that 
if the voters had possessed the requisite technical knowledge, their vote would 
have been one of censure not only of the health committee, but of their official 
adviser, the medical officer of health. We are told further that the great majority 
of distributors in England are now in favor of pasteurization, and that two of the 
large associations are made up almost entirely of those who pasteurize milk. 
However, what is described as a small minority was enabled to defeat this measure 
for the protection of the public, and the Corporation of the City has no alternative 
than to accept the verdict of this poll. 

In 1899, the Corporation of Manchester obtained the passage of a Local Act 
which gave them power for the control of milk produced outside of the City and 
suspected of being infected with tubercle bacilli. The “ Milk Clauses ” were later 
incorporated in about 100 Local Acts which enabled the authorities to trace infected 
milk back to the farm from which it came, and to prohibit the sale of milk from 
animals in such areas. In 1914,?* these Local Act clauses were repealed, and in 
1915, reénacted in the Milk and Dairies (Consolidation) Act, the enforcement 
of which was postponed on account of the World War until 1925. The procedure 
finally adopted seems rather cumbersome, but unquestionably protects the public 
as well as the dairyman. That it was not satisfactory is shown by the figures 
quoted concerning tuberculosis, by the apparent necessity for the election just 
held, and by the statement, “The Manchester Clauses and the provisions of the 
Milk and Dairies (Consolidation) Act, 1915, which superseded them, appear to 
have had but little effect upon the incidence of bovine tuberculosis or the sale of 
tuberculous milk.” 

There seems to be little doubt that America has progressed further than Eng- 
land in regard to the handling of milk, though apparently we have much less 
tuberculosis in our herds. Nevertheless, in various parts of the country, fights are 
being made on the tuberculin testing of cattle as well as on the pasteurization of 
milk. Indeed, there is an association which is spreading propaganda for the use 
of raw milk as against pasteurized, in spite of the many proofs of the benefits 
of pasteurization to the safety and health of the people, especially infants, 
children and invalids. 


REFERENCES 
1. Med. Of., Feb. 11, 1933, p. 52. 
2. A Memorandum on Bovine Tuberculosis in Man, with Special Reference to Infection by Milk. Repor's 
on Public Health and Medical Subjects, No. 63, 1931. Ministry of Health. London: His Majesty's Stationery 


Office. 
3. Porter, Charles, and Fenton, James. Sanitary Law in Question and Answer. London, 1932. 


The Scottish Rite Cathedral 


INDIANAPOLIS 


A.P.H.A. CONVENTION City FoR 1933 


arena the capital city of 


the United 


Indiana, is situated in the heart of 
States. Its accessibility 
ikes it an ideal location for the Sixty- 
econd Annual Meeting of the Associa- 


Indianapolis has innumerable points 
i interest and an historical background 

unusual significance to the visitor. 
(he first thing one notices in the down- 
yn district, the Cross-roads of the 
the Soldiers’ and Sailors’ 
nument in the Circle. Erected 
rtly after the Civil War on the site 
the home of the first governor of 
liana, this fine dignified shaft, which 
second in height only to the Wash- 
ton Monument in Washington, is 
axis around which the rest of the 
rotates, and the observer will note 
er points in which the city resembles 


tion, is 


in appearance and character the national 
capital. Like the City of Washington, 
Indianapolis was not born; it was 
legislated. Seven years after the ad- 
mission of the state of Indiana to the 
Union, Indianapolis was selected as its 
capital, and was surveyed by a compe- 
tent engineer who had assisted in 
planning the City of Washington. 

Quite the outstanding landscape and 
architectural feature to be observed 
from atop the Monument at the present 
time is the massive structure that has 
been completed in the center of five 
downtown city blocks, the Memorial 
Plaza to Indiana’s participation in the 
Great War, which involves the expendi- 
ture of approximately fifteen million 
dollars. The Memorial proper is a 
square shrine with a pyramidal dome 
ninety-six feet high 
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Indianapolis is the home of Booth 
Tarkington, celebrated author and 
playwright, and Meridian Nicholson, 
whose fame is equally widespread. 
William Herschell, the “ Indiana Poet,” 
claims Indianapolis as his home, and, 
too, Indianapolis holds the Shrife to 
which thousands of children and grown- 
ups make pilgrimages, the home of the 
poet, James Whitcomb Riley. It is a 
modest red brick house on Lockerbie 
Street, a stone’s throw from the Murat 
Temple and Theatre, one of the largest 
Masonic structures in the United States. 
The house contains the furniture which 
he had used, and his unpretentious, 
book-lined study recalls memories of his 
oft-repeated works. The house has 
been set aside as an Indianapolis insti- 
tution, and is being preserved to 
posterity. 


oF Pusitic HEALTH 


Architecturally, Indianapolis ranks 
among the first cities of the land. The 
Public Library is conceded to be quite 
the finest example of severe Greek 
architecture in America. The Federal 
Building, which occupies the entire 
block between New York, Pennsylvania, 
Ohio, and Meridian Streets; the City 
Hall, the new Chamber of Commerce 
Building, facing University Park; the 
new National Headquarters of the 
American Legion in the Memorial 
Plaza; the Indianapolis Athletic and 
Columbia Clubs; and the National 
Guard Armory; these and some of the 
finer business buildings, banks and 
hotels are far above the level of the 
usual municipal architecture. The 
Scottish Rite Cathedral has attracted 
international attention as a reproduc- 
tion of Old World architecture. The 
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Indianapolis Motor Speedway 


interior is as striking as the exterior. 
Its central tower is equipped with 


Carillon bells which are said to be 
imong the finest in America. 
Indianapolis has devoted much time 
and money to the development of an 
elaborate park system. The Taggart 
Riverside Park and Garfield Park are 
worthy of particular attention. The 
sunken gardens, with their 
varicolored illuminated fountains, are 
f great interest to visitors. 
len miles to the north of the city 
Fort Benjamin Harrison, the United 
States Army Post, which now houses 
the troops of the 11th Infantry and an 
ierial squadron; and approximately five 
iles to the north and west is the 
Indianapolis Motor Speedway, the 
eatest track in the world. The Speed- 
is a two-and-one-half mile brick 
il and is to motordom what Churchill 


latter’s 


Downs is to lovers of the Derby. It is 
the scene each Memorial Day of the 
500-mile sweepstake which has been 
responsible for more advances in motor 
development than any other influence. 
Indianapolis has a population of 
approximately four hundred thousand 
people. More than two million people 
live within two hours’ ride of it, and 
more than sixty million more can reach 
the city over night. The railroads have 
provided through pullman service from 
practically every railroad terminal of 
any size in the United States. Seven- 
teen steam lines, and more than a score 
of bus lines converge here. Indian- 
apolis acts as a hub to a number of 
trunk lines including the C. I. & L., Big 
Four—New York Central, Pennsyl- 
vania, B. & O., Illinois Central, and 
the Nickel Plate Railroads. 
Indianapolis is as easily accessible by 
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automobile as by train. It is the inter- 
section of two transcontinental motor- 
ing routes of the United States arterial 
highways systems and the converging 
points of a number of hardsurfaced 
national and state roads. The state of 
Indiana, as a whole, has long been 
known for her wonderful highway 
system and has acquired the title of 
“The Tourists’ Paradise.” The trans- 
continental routes are the National Old 
Trails Road from Washington, D. C., 
to Los Angeles, and the Pikes Peak 
Ocean to Ocean Trail from New York 
and Philadelphia to San Francisco. 
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There are many things of scientific 
interest to the health worker jn 
Indianapolis. They will be covered in 
detail in a subsequent article. 

State and local officials are already 
preparing to receive delegates to the 
Sixty-second Annual Meeting, October 
9-12. They unite in a hearty invita- 
tion to members of the Association, 
their families and friends to attend. 

The Local Committee in Charge of 
Arrangements is an impressive group of 
medical, health, civic and social leaders 
all pledged to make the Indianapolis 
Annual Meeting memorable. 


LETTER FROM GREAT BRITAIN 


THE FIRST LINE OF DEFENCE 

Though here, as elsewhere, the cen- 
tral government health department, the 
Ministry of Health, is responsible for 
the conduct of international health re- 
lations, ever since 1875, when the line 
of organization was laid down, the 
local authorities of the ports actually 
serve as the first line of defence against 
the entry of infection. 

Sir John Simon, commonly regarded 
as the founder of the system now in 
operation, even though for long an 
officer of the central department, al- 
ways held that safety would best be 
secured by leaving the work in the 
hands of the local authorities, empower- 
ing them to make all the necessary pro- 
vision in the shape of hospitals, etc., 
the responsible minister issuing from 
time to time such rules, orders, and 
regulations for their guidance as ap- 
peared to be required. Power to the 
health minister to make orders, etc., 
alone or in consultation with other 
departments—the Admiralty, the For- 
eign Office, etc.—was given in the 
Public Health Acts. 

At intervals new regulations have 


appeared incorporating new views, the 
result of progress or based upon de- 
cisions arrived at in international con- 
ventions, and so on, and the authori- 
ties at the ports and their officers have 
carried them out most effectively and 
efficiently. 

The most recent to appear are the 
Port Sanitary Regulations, 1933. These 
were issued about the middle of 
February, and come into operation on 
May 1, 1933. Intended primarily to 
replace and consolidate certain orders 
and regulations made from time to 
time between 1907 and 1929, they in- 
clude also provisions for carrying out 
obligations assumed under the Inter- 
national Sanitary Convention of Paris, 
1926, for preventing access of rats to 
ships, and for the control of persons 
embarking in outward-bound ships who 
are suffering from infectious disease or 
who have been in such relations with 
persons so suffering as to render them 
liable to transmit the disease. Modern 
methods of international interchange o/ 
information relating to epidemic dis- 
eases are taken into account, and 
special measures are prescribed tor 
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dealing with ships infected with typhus 
fever and smallpox, in addition to those 
infected with plague, cholera, or yellow 
fever, three diseases to which for long 
special regulations have applied. In 

idition to imposing duties upon the 


authorities, the regulations also lay 
down those to be performed by ship 
masters, customs officers, and the 
medical personnel of the local authori- 
ties at the ports. 

(he arrangements under which per- 
sons aboard foreign-going ships found 
| be infected on arrival are permitted 
to proceed to their destination, on pro- 
viding particulars as to their move- 
ments and the address to which they 
are proceeding, for the information of 
the health officer of that area, are con- 

ed. Having regard to the fact that 

system has proved eminently 
workable and a perfect alternative to 
quarantine of the older type, it is not 
surprising that it should have been 
ntinued. 

UNTARY MEDICAL AND SURGICAL 

SERVICES IN LONDON 

\ report of a survey of medical and 
surgical services in London, undertaken 
gintly by the London Voluntary Hos- 
Committee and the London 
County Council, recently issued, con- 
tains an amount of information of dis- 
tinct value and interest. The first part, 
for which the former body is_re- 
sponsible, contains reference not only to 
hospitals but to voluntary clinics and 
dispensaries. 

So far as hospitals are concerned, 
these are divided into four groups: 
teaching hospitals (St. Bartholomew's, 
Middlesex, Guy’s, etc.); other general 
hospitals containing a hundred beds 

more; those containing less than 

beds; and special hospitals. 

In all, in the voluntary hospitals 
there are 14,833 beds. The total num- 
ber of new in-patients treated in the 
vear 1931 was 216,788. Of these, and 
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in respect of whom information is 
available, 134,752 came from within 
the county of London, and 79,385 from 
outside the county. The proportion 
from outside the county is naturally 
greater in the case of the teaching hos- 
pitals, namely, from inside the county 
59,307, and from outside 36,740. The 
same is true of the special hospitals, 
with 46,385 from the county, and 
29,702 from outside. 

The population of the county of 
London in 1931 was 4,397,003. The 
population of Greater London was 
8,202,818. 

Some indication of the work done in 
relation to in-patients is given by the 
fact that the voluntary hospitals have 
239 operating theatres, and in one year 
123,312 operations were performed on 
in-patients. New out-patients amounted 
to 1,596,361, and the total out-patient 
attendances in 1 year was 8,355,756, a 
number greater than the population of 
Greater London. 

The information collected with re- 
gard to voluntary dispensaries is 
difficult to summarize, but speaking 
generally there appears to be in the 
London area a quite astonishing assort- 
ment of institutions of this type and 
very ready of access, more particularly 
from the poorer quarters in the dif- 
ferent areas of the metropolis. 

Municipal Hospitals, Clinics and 
Dispensaries—In part II, which treats 
of municipal hospitals, clinics and dis- 
pensaries, it is shown that in regard to 
the two last-named, the metropolitan 
borough councils have not been un- 
generous, the provision including, in 
addition to tuberculosis dispensaries, 
infant welfare clinics, and such like 
standard institutions, clinics, for a wide 
variety of other purposes—diphtheria 
prevention, massage, etc. 

So far as hospitals are concerned, the 
survey (part II) gives detailed in- 
formation of the medical, surgical and 
other services provided in 1931 by the 
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council at the 79 general and special 
hospitals, convalescent hospitals, insti- 
tutions and other places with beds for 
patients, and the 49 dispensaries (out- 
door medical relief stations) under the 
management of the central public 
health committee of the council; at 8 of 
the 13 institutions under the manage- 
ment of the public assistance committee, 
in which are accommodated, for the 
time being, a number of chronic sick 
and other cases; and at the 20 mental 
hospitals, colonies, homes and _institu- 
tions for the mentally defective under 
the management of the mental hospitals 
committee. 

The number of beds for sick persons 
in the council’s hospitals and _institu- 
tions (apart from mental hospitals) on 
December 31, 1931, was 38,945. The 
total number of new in-patients treated 
in the year 1931 was 201,899. The 
total number of in-patients treated, 
based on discharges and deaths, in the 
year (excluding one convalescent hos- 
pital for which the figures are not 
available) was 210,074, of which all but 
5,535 were resident in the county of 
London. New out-patients in 1931 
(excluding special hospital cases) num- 
bered 44,450, and the total out-patient 
attendances at ali hospitals in the year 
was 259,036. 

The total number of beds 
council’s mental hospitals, colonies, 
homes and _ institutions under the 
management of the mental hospitals 
committee was, on December 31, 1931, 
32,265. 

Home and School Medical Services 
—In addition, there is provided a dis- 
trict medical service (i.e., medical at- 
tendance on the sick poor who are not 
in receipt of indoor medical relief) and 
medical inspection and treatment for 
school children. The former is carried 
on by 100 part-time district medical 
officers and, in 19 of the 119 districts 
into which London is for the purpose 
divided, by whole-time officers of the 
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staff of the council’s general hospitals. 

Patients are visited in their own 
homes by the district medical officers 
or seen by them at the 49 medical relief 
stations, or, in 21 districts, at the 
private surgery of the district medical 
officer. The number of domiciliary 
visits paid by district medical officers 
during the year 1931 was 65,604, and 
the number of attendances of patients 
at medical relief stations during the 
year was 257,910. 

The council’s scheme for school chil- 
dren includes agreements with volun- 
tary committees, who have, at the in- 
stance of the council, provided 73 
treatment centers, and with the authori- 
ties of 17 voluntary hospitals. The 
numbers of children treated under these 
arrangements in 1931 were, for minor 
ailments 106,072, for vision 44,686, for 
defects of the ear, nose and _ throat 
20,703 (16,243 operations), and for 
dental defects 139,723, a total of 
311,184. 

The two parts of the survey bring 
into focus the whole of the hospital and 
associated provision made by voluntary 
agency and public authorities for the 
population of London. More important 
still, largely as a result of the setting 
up of the voluntary hospitals com- 
mittee and the making of the survey, 
there has come about a better under- 
standing between the two bodies, with 
promise of a greater degree of codpera- 
tion in the future with growth of mutual 
knowledge, and a mutual appreciation 
of the needs of each system. 

One most important development, of 
which there are already indications, is 
that there will be made available for 
teaching purposes a great deal of the 
material in the municipal hospitals 
which the clinical teachers, if in fact 
they knew of its existence, formerly 
considered entirely out of their reach. 


CHARLES Porter, M.D 
London 


ASSOCIATION NEWS 


NEW MEMBERS 


following list includes applicants who have been approved for membership in the 
_ by the Sub-Committee on Eligibility. These new members have requested affiliation 
e sections indicated, and action by the Section Council will follow. 


Health Officers Section 

E. Duncan, M.D., Court 
is, Tex., County Health Officer 
|. Jirka, M.D., 3202 W. 22 St., Chicago, 
Director of Public Health of Illinois 

Morehouse, M.D., Yankton, S. D., 
Health Officer 

R. Robinson, M.D., 204 S. Garth 
Columbia, Mo., Boone County Health 
er 


House, 


Laboratory Section 

H. Burgwald, B.Sc., Ohio State Uni- 
ity, Columbus, O., Instructor in Dairy 
initation 

H. Morrell, 
gusta, Me., Director, 
oratory 

Wilson, D.Sc., 207 S. Broadway, Los 
veles, Calif., Director of Sanitation, 
partment of Water and Power 


M.D., 18 Weston St., 
State Diagnostic 


Public Health Engineering Section 
N. Clark, C.E., 74 Eiseman Ave., 
enmore, N. Y., Sanitary Engineer 
D. Yaffe, M.S., 2830 Grant Ave., 
Paso, Tex., City Sanitary Engineer 
Food and Nutrition Section 
W. Fountain, City Dairy Dept., City 
|, Phoenix, Ariz., City Milk Inspector 
Gustavo Saliva Soria, Box 38, Marina 
tion, Mayaguez, P. R. (Associate) 


Child Hygiene Section 
erick L. Patry, M.D., State Education 
pt., Albany, N. Y., Neuropsychiatrist 


Public Health Education Section 


S. Close, A.B., High School of Com- 
San Francisco, Calif., Science 


Hopkins, 386 Fourth Ave., New 
rk, N. Y., Director, New York Tuber- 
sis and Health Association 
erine Sarabia, S.B., Massachusetts Inst. 
Technology, Cambridge, Mass., Research 
istant in Health Education 


Elvessa A. Stewart, A.B., Manila, P. I., Chief, 
Dept. of Home Economics, Bureau of 
Education. 


Public Health Nursing Section 


Alice F. Mitchell, Colchester, R. F. D., Conn., 
Secretary, Salem Public Health Nursing 
Association 

Nora Moore, 22 Prince Arthur Ave., Toronto, 
Ont., Canada, Acting Director of Public 
Health Nurses, Dept. of Public Health 

Grace W. Pinckney, R.N., 608 City Hall, 
Omaha, Nebr., Supervisor of School Nurses 

Carolynn S. Whiting, R.N., P. O. Box 78, 
Phoenix, Ariz., Public Health Nurse 


Epidemiology Section 
John E. Laxton, M.D., D.P.H., Dept. of 
Public Health, City Hall, Toronto, Ont., 
Canada, Director, Division of Com- 
municable Disease 


DECEASED MEMBERS 

Howard A. Lanpher, M.D., Des Moines, Ia., 
Elected Member 1923, Fellow 1932 

Charles B. Maits, M.D., Pittsburgh, 
Elected Member 1929, Fellow 1932 

Harry K. Read, M.D., Houston, 
Elected Member 1928, Fellow 1931 

C. A. Shore, M.D., Raleigh, N. C., Elected 
Member 1909, Fellow 1923 

Leonard M. Wachter, Albany, N. Y., Elected 
Member 1906, Fellow 1922 

Albert L. Brannock, M.D., 
Elected Member 1925 

Margaret M. Butler, Chicago, IIL. 
Member 1928 

Louis Cantor, Jerusalem, 
Member 1926 (Associate) 

Anton J. Cermak, Chicago, IIl., Elected Mem- 
ber 1926 

A. A. Crooks, 
Member 1925 

Charles R. Grandy, M.D., 
Elected Member 1907 

Sylvan. McElroy, M.D., 
Elected Member 1927 


Pa., 


Tex., 


Pontiac, Mich, 
Elected 
Palestine, Elected 
M.D., Peoria, Ill, Elected 
Norfolk, Va., 


Orlando, Fila. 
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PUBLIC HEALTH ADMINISTRATION 


HEALTH DEPARTMENT REPORTS 


HIS section received more annual 

reports for 1932 during the first 
two months of the new year than here- 
tofore. One of the values of the annual 
report depends upon its timeliness, 
hence the tendency for early issuance of 
these documents is commendable. 
While some of these reports have 
occupied less space than formerly and 
have omitted some of the routine sta- 
tistical tables, they have in general been 
more carefully planned and more in- 
teresting to the average reader. Among 
the early reports are those for Colorado 
Springs, Detroit, Palama Settlement 
(Honolulu), Palo Alto, Pasadena, 
Middletown, O., Lincoln, Neb., 
Steubenville, O., Chicago, Peoria. 


Colorado Springs—While an _ in- 
crease in the general death rate for the 
city is noted for 1932, this did not 
occur in tuberculosis nor in other com- 
mon communicable diseases. The 
greatest increase was noted for the 
circulatory diseases, followed by cer- 
tain respiratory diseases. Infant mor- 
tality was somewhat higher in 1932 
than in 1931, the infant deaths from 
prematurity being most marked. There 
were 3 cases of diphtheria with no 
deaths in this city of 33,237. One of 
the increased problems associated with 
the depression is said to be that of 
supervision of the milk supply and of 
preventing the sale of “ bootleg” milk. 
Increased efforts were necessary to dis- 
cover and inspect the establishments of 
unlicensed milk dealers. 


Palama Settlement, Honolulu— 
In Honolulu, the health and welfare 
center, known as Palama Settlement, 


maintained its watchword of “ Preven- 
tion as well as cure” in 1932 and 
adopted the goal of “ more work at less 
cost.” Palama public health nurses 
increased home visits to 45,708, almost 
9,000 more than in 1931. The doctors 
and dentists treated 78,629 cases, an 
increase of more than 11,000 over 1931. 
The newly organized Tuberculosis 
Committee carried the message of pre- 
vention to tens of thousands of island 
residents on Oahu, Maui, and Hawaii. 

One-seventh of the energies of this 
center is devoted to recreation and the 
department served 15,000 of all ages. 
These services include: club activities, 
boy and girl scouting, home-making, 
physical education, swimming, athletic 
leagues, and social dancing. The center 
reached through all its services 200,000 
during the year. An attractive, beauti- 
fully illustrated 4-page report tells the 
story. 

A more detailed report of dental serv- 
ices shows that the Strong Foundation 
contributed some $30,000 to provide 
high grade dental treatment to 6,552 
children, representing 57,396 treat- 
ments. These were children attending 
the first 5 grades of the public schools 
whose parents were unable to pay for 
private dental care. There were also 
7,155 elementary public school children 
in the city who were under the care o! 
private dentists. Only 6,184 children 
received no dental care. On the average, 
the cost of complete dental care per 
child, necessitating 3 visits each, was 
$4.01. 


Palo Alto, Calif. — In presenting 
his 1932 report to the Board of Public 
Safety, the Health Officer of Palo Alto 
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the following significant com- 


ose activities which make for economy 
ficiency possess the greatest opportunity 
vive the readjustments through which 
nmental agencies are passing. True 
my consists not so much in minimal 
s as expenditures that constitute sound 
hases or investments. Often false 
nomy results from failure to make the 
er expenditure. The best invest- 
t the community can make is in itself, its 
ldren, mothers, and citizens. 
of Palo Alto has definitely been engaged 
e public health business since 1910 when 
full-time department was started. Each 
since that time she has invested certain 
of money in her citizens in the shape of 
opriations to the health department. The 
on these investments are set forth 
itely and unmistakably in the annual 
ts of the department. 


For the period 1910-1932, the 
iverage infant mortality rate was 41.6, 
r about half that for the state, and in 
1932 the rate was 20.5. About 58.6 
ner cent of the school children and most 

the babies have been immunized 


ivainst diphtheria. There has been but 
| death from diphtheria since 1911 and 


none since 1921. <A high grade milk 
supply is provided. with no milk-borne 
recorded in years. Laboratory 
available through _ the 
cooperation of the Palo Alto Hospital 
ind the Health Department. 

In 1931, Palo Alto was again an 
honorable mention city in the U. S. 
Chamber of Commerce Health Con- 
servation Contest. Expenditures for 
health by all agencies amounted to 
51.30 per capita. It is observed that 
honorable mention cities in 
California expended in 1931 an average 
| 51.94 per capita for health as com- 
pared with $1.12 per capita for the 13 
cities in the state in the contest which 
did not receive awards. 


disease 


service is 


the 5 


Pasadena, Calif.—The 1932 Health 
Department report of 103 mimeo- 
graphed pages is well prepared and 
ellectively illustrated. Reports of 
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cooperating agencies as well as of the 
Health Department are __ included, 
Pasadena has obtained honorable men- 
tion each year in its population class in 
the annual Health Conservation Con- 
test of the U. S. Chamber of Commerce. 
The infant mortality rate of 34.9 and 
the maternal mortality rate of 3.7 are 
worthy of note. In connection with pre- 
natal care, an arrangement has been 
made with attending physicians and 
local hospitals to furnish Wassermann 
tests without cost. Four conferences on 
maternal and prenatal care are main- 
tained in this city of 80,000. During 
the year a careful study of the maternal 
care service was conducted and a com- 
munity program was developed with 
the social agencies. 

A survey conducted by the Los Angeles 
County Welfare Department, in which 
area Pasadena is located, indicates that 
there has been an increase of 30 per 
cent in the incidence of tuberculosis 
among persons under welfare care 
since the depression. The city tuber- 
culosis program, through codperation of 
several agencies, meets Appraisal Form 
standards. 

The report calls attention to the work 
of 26 members of the Woman’s Civic 
League who served as deputy food and 
milk inspectors without compensation 
during the year. Another interesting 
feature of the report is the rating 
schedule of the U. S. Chamber of Com- 
merce properly filled out for Pasadena. 


Detroit, Mich.—Under the title 
Public Health in a Year of Stress ap- 
pears Detroit’s annual Health Depart- 
ment report for 1932. That a new low 
general mortality rate of 8.7 and a new 
low tuberculosis rate of 70.3 were 
established, together with freedom from 
smallpox, is noteworthy. The diph- 
theria death rate of 4.3 is contrasted 
with that of 6.3 for 1931. There were 
but 57 cases and 9 deaths from typhoid 
fever, giving a death rate of 0.6. Also 
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commendable is the infant mortality 
rate of 52.3, which is less than half 
of the rate for 1920. 


The question may well be asked as to why 
health conditions have been so good. It is 
true that, by and large, the death rate 
throughout the United States has reached a 
new low figure. Health departments have 
materially expanded their services during the 
past two decades; have extended their activi- 
ties in the prevention of such diseases as 
smallpdéx, typhoid fever, and diphtheria, for 
which known prophylactic means are avail- 
able; and have extended their activities to 
find the early case of tuberculosis, provide 
adequate diagnostic facilities, search for con- 
tacts and provide more adequate hospital and 
sanatorium facilities for known cases. Detroit 
now has two hospital beds for tuberculosis 
for each annual death and for the first time 
the list of those seeking admission has been 
eliminated. Health education has brought the 
message of positive and vigorous health, the 
value of the periodic health examination, and 
the need for early and prompt diagnosis to 
the attention of our citizens. It has taken 
years to stimulate this interest in positive 
health habits and it is reasonable to conclude 
that this widespread educational influence 
cannot be destroyed over night. In 1932 we 
continued to reap the benefit of the public 
health program which had been constructed 
during the past 20 years. The health of a 
community reflects the personal health of the 
individuals who constitute that community 
and the death rates are an indication of the 
health consciousness of our citizens. By 
force of circumstances many people have been 
deprived of those luxuries and extravagances 
of life which create over-indulgence and are 
not considered essential to health and well- 
being. They have been conserving those 
fundamental principles which assure a good 
health tone. Furthermore, the past year has 
been free of those epidemic diseases for which 
public health administration does not possess 
precise means of control. There has been no 
widespread outbreak of influenza with com- 
plicating pneumonias. We have lived more 
sensible lives with no excesses due to over- 
work and our daily habits have been 
seasoned with reasonable amounts of recrea- 
tion, lack of over-indulgence in unnecessary 
foods, and freedom from excessive extremes 
in our mode of living. Briefly then, our new 
health record may be attributed to a general 
understanding of the principles of hygienic 
living coupled with such prophylactic serv- 
ices as are at our disposal and blessed by the 


absence of epidemic disease concerning which 
we know little. 

In January, in order to balance the budget 
for the fiscal year, it was necessary to make 
certain curtailments in the program. It was 
deemed advisable to conserve those services 
which deal with the control of the acute com- 
municable diseases, tuberculosis, and the 
venereal diseases, and the promotion of posi- 
tive health for the mother, infant, and young 
child. As cuts in service became inevitable it 
was decided to curtail those activities which 
pertain to the higher age groups, especially 
those activities which might be replaced 
through the codperation of other agencies. 
Consequently, the school dental service was 
eliminated in January with the exception of 
the director. The service has been maintained 
through the aid of the District Dental So- 
ciety by 300 dentists who volunteered to con- 
duct the dental examinations in the schools 
and by 60-some dentists who have manned 
certain of the treatment clinics. In October, 
the Children’s Fund of Michigan §appro- 
priated $25,000 for dental relief and since that 
date has given emergency dental service in 
school clinics. 

In January, the paid physicians who had 
conducted the physical examinations in the 
schools were eliminated and this service has 
been continued by the Wayne County Medical 
Society, which through an appropriate com- 
mittee has officially joined hands with the 
Board of Education and the Department oj 
Health in providing such examinations. One 
hundred physicians have donated their serv- 
ices and are giving on an average of one 
morning each second week. This work ‘s 
directed through the County Medical Society 
by the director of the School Health Service 
who is still employed by the Department of 
Health on a_ full-time basis and_ likewise 
serves as secretary of the special committee 
of the medical society. Thus, these two serv 
ices which by force of circumstances have 
been eliminated from the health department 
budget have continued to operate through the 
generosity of the physicians, dentists, and 
the Children’s Fund of Michigan. 

There have been no other major curtail- 
ments in service. The communicable disease 
activities have been maintained at {ull 
strength. The tuberculosis and venereal dis- 
ease clinics have carried a heavier load than 
heretofore and there has been no relaxation in 
the services in maternal and infant hygiene. 
In August, all municipal departments were 
placed on a 5-day work plan, the employees 
engaged for 5 full days of the week, the 
majority not working on Saturday. The 
Health Department has, however, continued 
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tion 7 days of the week, those who are 
ed on Saturday and Sunday being 
| appropriate relief on other days. The 
irtailment in compensation was made 
iry with a reduction of 10 per cent 
es and for all receiving more than 
annually, an additional 10 per cent. 
the inauguration of the 5-day plan in 
t, an additional 144% per cent reduction 
iry went into effect. These reductions 
irried in the budget as a salary sus- 
n, there having been no reduction in the 
salaries. The public health nursing 
of the department, so essential to 
nt work, has been maintained at full 
nel. Minor adjustments in certain 
s have been made so as to maintain so 
possible the more fundamental services 
department. 


In the face of these circumstances, 
the report properly raises the question 
of what the future may hold. If the 
city is deprived of existing facilities for 
searching out the early case of tuber- 
culosis, the follow-up work of the public 
health nurse, adequate beds for hos- 
pitalization of the advanced case with 
positive sputum, which is a source of 
danger to child contacts, beds for the 
early case which can be arrested and 
reclaimed, there would inevitably follow 
an increase in the tuberculosis rate. 
Other examples are cited. Foremost in 
the services of the health department is 
considered the public health nursing per- 
which has become the unit 
through which the health educational 
program is disseminated. The various 
health and social agencies are working 
closely together the private 
physicians are participating actively in 
the preventive program. 

\mong the important activities of 
the year are described administrative 
and epidemiology studies of scarlet 
lever, a survey of over 200,000 children 
below 15 years of age as to the degree 
of diphtheria protection, health educa- 
tion procedures, the introduction of a 
new strain for tubercle bacilli, the 
preparation and distribution of con- 
valescent serum, the introduction of 
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milk on the city market fortified with 
vitamin D, and special measures for the 
education of food handlers. The last 
two pages of the report are devoted to 
a classified tabulation of health appro- 
priations and to the number and dis- 
tribution of personnel according to 
functions. 


New Mexico—The New Mexico 
Health Officer, a quarterly bulletin of 
the Public Health Bureau, presents on 
its front cover a map of the state, with 
county divisions. Red dots on a yellow 
background effectively portray the 
location of 248 smallpox cases reported 
during the past 3 years. 

According to a study reported the 
states which require vaccination before 
a child may enter school, had an 
average case rate per 100,000 of 9.5 
for the years 1921-1926. The group of 
states in which laws make required vac- 
cination impossible, had an average 
case rate of 102. In New Mexico, 
where vaccination is required, the 
average case rate in 1930-1932 was 
20.9, but the 8 Texas borderline 
counties and one other had a case rate 
of 47.4. The remaining counties had 
a rate of 8.5. 

The annual bureau of public health 
report for 1931-1932 omits detailed 
statistical tables, but effectively uses 
summary tables with interesting de- 
scriptive text. In recognition of the 
importance of treating syphilis cases, a 
portion of the financial aid received by 
the state from the Reconstruction 
Finance Corporation has been set aside 
for the purpose of buying drugs for 
treatment of indigent syphilis cases. 
Some doctors will give their services free 
for the work. The New Mexico Social 
Hygiene Association was formed during 
the year. 

This annual report deserves credit for 
an interesting discussion of popular 
health education. Although no allow- 
ance was made for the work by the 
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Legislature, efforts to extend this 
service were made by the bureau “ be- 
lieving that it is a fundamental service 
to the people of the state.” A news- 
paper service, with weekly articles, was 
inaugurated. Through the codperation 
of the modern language department of 
the State University, these articles 
were also translated into Spanish for 
newspapers published in that language. 
Weekly talks were given over the radio. 
An_ effective monthly mimeographed 
bulletin was published as a medium of 
exchange for the ideas and experience of 
county health workers. Classes in 
public health were continued in uni- 
versity summer sessions. Public ad- 
dresses were frequently given before 
men’s and women’s clubs, and a large 
quantity of health literature was dis- 
tributed. 


Illinois—The general health of the 
people of Illinois for the past 3 years 
has been distinctly superior to that 
which prevailed during any correspond- 
ing period in the history of the state, 
according to the report of the State De- 
partment of Public Health for the 
period July 1, 1930—-June 30, 1932. 
The general mortality rate from all 
causes for the 3 years ended with 1931 
was the lowest on record in Illinois for 
such a period. The decline in the in- 
fant death rate since 1928 has preserved 
over 4,000 infant lives which would 
have been lost had the most favorable 
conditions of any previous period pre- 
vailed. Declines in the tuberculosis, 
diphtheria, typhoid fever, and diarrheal 
diseases have been significant. Fully 
‘2 million children were immunized 
against diphtheria compared with 300,- 
000 during the previous 4 years. A 
survey covering | per cent of the popu- 
lation of the state was made to de- 
termine the completeness of reports of 
communicable disease. 

The educational work of the depart- 


ment has been maintained on a high 
level. Through numerous public ad- 
dresses, periodicals, special bulletins, 
radio, and newspapers, the public has 
been informed of matters of current 
health interest, warned against poten- 
tial or approaching danger, and advised 
concerning preventive possibilities and 
timely precautions. Education exhibits 
have been developed. As a practical 
demonstration in sanitation, the Depart- 
ment of Health, with the codperation of 
the Department of Agriculture and the 
State Fair management, undertook to 
make the Illinois State Fair a model 
project of the kind in respect to sani- 
tary and hygiene matters. This in- 
volved the elimination of all insanitary 
conditions and practices and the medical 
examination of all food handlers. One 
typhoid fever carrier, engaged as a dish 
washer, was detected and removed from 
that occupation, thus eliminating a 
potential source of much illness. 


Steubenville, Ohio—During 193? 
there was an attendance of 499 infants 
at baby conferences, or double the 
number of the previous year. In 
cooperation with the local medical 
society, the Kiwanis Club, and school 
health service, the health department 
gave immunization treatments to 327 
first grade children (45 per cent) 
against diphtheria. Public health nurs- 
ing services numbered over 10,000. In 
this city of 35,422, an infant mortality 
rate of 64 is noted. 

The 17th anniversary of Nativnal 
Negro Health Week was observed in 
April by all local colored organizations. 
The Booker T. Washington health unit 
was formed for the strict annual ob- 
servance of this health week. General 
meetings in the recreation center and in 
local churches were held, health litera- 
ture was distributed, and health talks 
given. The annual report, although 
mimeographed, is effectively illustrated. 
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LABORATORY 
WHOOPING COUGH PLATES IN A PUBLIC 
HEALTH LABORATORY * 


EpMUND K. Kutne, Dr.P.H., F.A.P.H.A. 
Director of Laboratories, Cattaraugus County Department of Health, Olean, N.Y. 


N an article published in 1916 
Chievitz and Meyer * of the Danish 
Sero-therapeutic Institute described a 
method of obtaining cultures of 
Hemophilus pertussis from whooping 
cough patients through “seeding by 
projection of droplets” crediting the 


method to the suggestion of their 


young colleague M. Emile Mau- 
ritzen.”’ This method, commonly called 
the cough plate method, consists of 


holding a plate of suitable medium 
about 5 or 6 inches in front of the 
mouth of a coughing patient during a 
paroxysm to catch the material ex- 
pelled from the deeper parts of the 
respivatory tract. In case the patient is 
not having actual paroxysms a series of 
deep coughs is induced. This method 
has proved of great value for the diag- 


nosis and study of whooping cough in 
the hands of Danish workers over a 
period of several years. It was first 


used extensively in this country by 
Lawson and Mueller? of the Com- 
mission for the Study of Whooping 
Cough at the Boston Floating Hospital 
in 1925-1926 with favorable results, 
ind more recently has been highly 
recommended by several authors, 
especially Sauer and Hambrecht * in 
this country, Gardner and Leslie * in 
England and Debre® and his cowork- 
ers in France. 

Since studies of the epidemiology of 


ented at the mid-year meeting of the New 
ite Association of Public Health Laboratories 
‘ N. Y¥., November 4, 1932 


whooping cough in large centers of 
population are necessarily confused by 
the many ramifications of the contacts 
of individuals, a series of studies of 
whooping cough outbreaks in strictly 
rural areas was projected a few years 
ago by members of the staff of the 
Cattaraugus County Health Depart- 
ment in codperation with the Division 
of Research of the Milbank Memorial 
Fund. Studies of one such outbreak 
in the spring of 1931 have been reported 
upon by Burroughs.” Reports of 
further studies during the fall and 
winter of 1931-1932 are now in 
preparation. Cough plate examinations 
were begun toward the end of the first 
outbreak and continued throughout the 
studies. The general plan of procedure 
in these studies was for a field investi- 
gator to make contact with all families 
in the area selected for study, to gather 
complete data on all respiratory dis- 
turbances appearing among the entire 
population of the district, and to obtain 
a complete history of all contacts be- 
tween the various individuals in this 
population. For this purpose the in- 
vestigator made semi-weekly visits to 
each household and school. On these 
visits cough plates were obtained from 
all susceptible children in the schools 
and also from a selected group of other 
children and adults comprising about 
one-third of the residents in the area 
and chosen to represent a cross-section 
of the population. As soon as a case of 
whooping cough was recognized, all the 
immediate contacts of this case were 
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added to the list of persons from whom 
semi-weekly cough plates were collected. 
The plates used in this study were 
prepared in the laboratory using essen- 
tially the original Bordet-Gengou 
formula‘ with human blood. Due to 
economic conditions we were able to 
obtain human blood for a reasonable 
sum, paying $5 for each single bleeding 
which yielded from 500 to 800 c.c. of 
blood. Defibrinated rather than 
citrated blood was used. All plates 
were inoculated less than | week after 
being prepared. After inoculation in 
the field they were sealed with a rubber 
band and brought into the laboratory 
the same evening. They were then in- 
cubated and examined each day for 5 
days. If H. pertussis was present 
small mercury droplet colonies appeared 
in from 2 to 5 days. The appearance 
of these colonies was quite character- 
istic and the speed at which they 
developed after they first could be seen 
was remarkable. It was nothing un- 
usual to examine a plate with a hand 
lens on one day, fail to find any evi- 
dence of growth, and yet on the next 
day find the plate studded with colonies 
from 1 to 2 mm. in diameter. We en- 
countered some trouble from spreaders 
but little from the ordinary saprophytes 
of the respiratory tract which usually 
grew readily in the first day and there- 
after enlarged very slowly. It was our 
practice to cut out, as soon as they. 
were discovered, any colonies which 
looked as though they might spread, 
but frequently we would find a plate 
completely covered with a spreader. 
The chief bacteriological difficulty in 
confirming the presence of H. pertussis 
lies in the fact that colony and indi- 
vidual morphology may easily be con- 
fused with that of the closely related 
Pfeiffer bacillus, H. influenzae. For 
this differentiation we made _ use 
primarily of the established difference 
of the two organisms in their growth 
characteristics on chocolate agar and 


blood agar. Transplants of all sus 
picious colonies were made to tubes oj 
Bordet-Gengou agar and of chocolate 
agar.“ The bacillus of influenza grows 
readily on chocolate agar within 24 t 
48 hours while freshly isolated pertussis 
organisms fail to grow in 4 days, or the 
growth is so scanty as to be scarcely 
visible. On Bordet-Gengou agar the 
influenza bacillus grows as a flat colony 
with irregular outlines while pertussis 
has the characteristic mercury droplet 
appearance. If the suspected colonies 
seemed to be H. pertussis by thes 
differential media, smears were mace 
from the agar slants, stained and ex- 
amined to determine if the morphology 
of individual organisms corresponded 
with that of H. pertussis. In our studies 
all plates that showed colonies that 
answered these differential tests were 
called positive. 

A total of 1,996 plates were examined 
of which 14 per cent were unsatisfac- 
tory. Of 343 plates taken from clinical 
cases in all stages of the disease 22, or 
6.4 per cent, were positive. Five addi- 
tional positive plates were obtained 
from individuals classed as carriers so 
that our entire series showed 1.4 per 
cent positives. 

The number of colonies of H. per- 
tussis on Our positive plates varied from 
1 to 100. There was little correlation 
between the stage of the disease and the 
number of colonies—single as well as 
large numbers of colonies (over 50) 
being obtained from all stages of the 
disease. We must remember, however, 
that the inoculation of these plates is 
a variable technic and that probably 
the number of colonies more nearly 
represents the success of obtaining ma- 
terial from the deeper parts of the 
respiratory tract than it does the actual 
number of organisms expelled. 

Table I lists the plates taken from 
cases of clinical whooping cough in re- 
lation to the stage of the disease. We 
found one instance in which we 0b- 
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TABLE I 


Coucu PLATES FROM Persons CLASSED AS CLINICAL CASES OF CouGH 


Plates Plates Plates Plates Percentage 
lime of taking plates examined positive negative unsatisfactory positive 

M than one week preceding onset 36 0 27 9 0.0 
Seven 1 0 1 0 
% | Six 2 0 2 0 
rs | Five 0 0 0 0 

c < Four 3 0 3 0 12.5 
| Three 1 0 1 0 
& Two 1 1 0 0 
One 0 0 0 0 
One (date of onset) 3 1 1 1 
C Two 3 2 1 0 
Three 2 1 0 1 

Four 4 2 2 0 43.7 
Five 3 1 ‘or 0 
= Six 0 0 0 0 
~ Seven 1 0 1 0 

Second 23 9 10 4 39.1 

Third 23 4+ 17 2 17.4 

Fourth 28 1 26 l 3.5 

Fifth 27 0 26 1 0.0 

| Sixth 24 0 22 2 0.0 

Seventh 24 0 19 5 0.0 

¢ | Eighth 22 0 19 3 0.0 

- | Ninth 19 ) 17 2 0.0 

| Thereafter 92 0 79 13 0.0 

Total 343 22 276 45 6.4 


tained a positive plate in the week pre- 
ding the first catarrhal symptoms of 
disease.. The highest percentage of 
positive plates was found in the week 
beginning with the day of onset. A 
gradually decreasing percentage oc- 
curred during the next 3 weeks. No 
positive plates were obtained after the 
1 week of the disease. 
lable II shows the positive plates in 
ition to the number of individuals 
iurnishing them. We found that semi- 
weekly plates taken through the first 3 
weeks of the disease were sufficient to 
give positive results in 93 per cent of 
r cases. It is obvious that if plates 
ere taken 4 times a week or daily our 
inces of raising this figure to 100 
r cent would be increased. 
(hese findings are in general agree- 
nt with those of other investigators. 


Chievitz and Meyer’ in a series of 32 
cases obtained 84 per cent positives in 
the week of onset and 71 per cent in the 
next 2 weeks. with no positives after that 
period. Sauer and Hambrecht in a 
series of 200 cases obtained 98 per cent 
positives in the week of onset, 65 per 
cent from the 2nd to the 5th week and 
no positives thereafter. McGee® in a 
series of 35 cases obtained 56 per cent 
positives in the week of onset, 63 per 
cent in the 2nd week, 71 per cent in 
the 3rd week and 17 per cent in the Sth 
week. Marie *® in a series of 48 cases 
obtained 88 per cent positives in the 
week of onset, 55 per cent in the 2nd 
week, 50 per cent in the 3rd week and 
none thereafter. Gardner and Leslie * 
in a series of 47 cases obtained 75 per 
cent positives in the week of onset, 67 
per cent in the 2nd week, 75 per cent in 
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TABLE II 


Curnicat Cases FURNISHING PLATES 


Cases with Percentage 

Total cases positive plates positive 

More than one week preceding onset 5 0 
A. Week preceding onset 5 1 20.0 
B. Week of onset 10 6 60.0 
C. Second week after onset 12 7 58.0 
D. Third week after onset 13 4 30.7 
E. Fourth week after onset 14 1 72 
A and B 10 7 70.0 
A, B and C 14 13 93.0 
A, B, C and D 14 13 93.0 
A, B, C, D and E 15 13 87.0 

No positive plates were obtained after the 4th week following onset 


the 3rd week and 25 per cent in the 
4th week. 

All of the cases from which we ob- 
tained positive plates would have been 
diagnosed as whooping cough by clin- 
ical manifestations alone. However, in 
certain cases positive diagnoses could be 
made by cough plates before clinical 
symptoms were decisive. Although it 
requires a minimum period of 7 to 10 
days to render a laboratory report on a 
cough plate, we find that the time 
elapsing between the first prodromal 
symptoms and the date on which a posi- 
tive diagnosis could be made by clinical 
symptoms alone averaged about 14 days 
for our series of 16 cases. Actually 
there were 5 cases in this series on which 
the laboratory reported a_ positive 
plate before the final diagnosis could be 
made. 

We also found positive cough plates 
from 4 persons who did not develop any 
symptoms characteristic of whooping 
cough and who were classed as carriers. 
These findings have recently been re- 
ported in detail by Burroughs and 
Kline to the American Public Health 
Association in Washington. The epi- 
demiological evidence of our studies 
convinced us that these carriers were 
not responsible for any additional in- 
fection and that they are probably of 


little consequence in the spread of the 
disease. Post-convalescent carriers 
were not found. 

The possibility of detecting missed 
or atypical cases by means of cough 
plates has frequently been asserted in 
the literature. There were only 2 
additional cases in the area studied 
which could be classified as probable 
sub-clinical whooping cough, and the 
laboratory did not obtain plates from 
either of these individuals before the 
2nd week following onset. All plates 
from them were negative. As in the 
case of carriers there was no epi- 
demiological evidence that these sub- 
clinical cases were in any way 
responsible for transmitting infection. 

On the other hand, there were many 
persons in the area studied who during 
the course of our investigations de- 
veloped some respiratory symptoms, 
usually suggestive of common colds. 
We have epidemiological histories of 
130 residents of the community not in- 
cluded in the above groups of whoop- 
ing cough cases or carriers. Although 
71 per cent of them showed some 
respiratory disturbances no_ positive 
cough plates were obtained from any of 
these persons. Many negative cough 
plates were obtained from them, in- 
cluding 434 plates from 46 persons dur- 


“ 


single positive finding. 
trasted with the results shown in Table 


the course of some respiratory 
turbance. 
(he cough plate method should be of 
it value in the differential diagnosis 
‘ween sub-clinical whooping cough 
common colds since the early 
nifestations of whooping cough are 
nically catarrhs and coryzas which 
not be differentiated from the symp- 
ms of common colds. If sub-clinical 
ises were frequent in whooping cough 
tbreaks, as is commonly stated, we 
should expect that our series of cough 
ites from persons residing in whoop- 
cough areas and suffering from 
respiratory disturbances would serve to 
lentify such cases. The time rela- 
tionship between the appearance and 
pe of respiratory disturbance and the 
negative cough plates is shown in Table 


GENERAL 


TABLE III 
PopuLaTION CouGH PLATES 


No positive cough plates were obtained—All figures represent negative plates 
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also tends to minimize the importance 
of the réle played by sub-clinical cases 
in whooping cough outbreaks. 


DISCUSSION 

In considering our experience in con- 
nection with the question as to what 
place the cough plate procedure should 
be given in the program of a public 
health laboratory we are at once struck 
with the uncertainty of the method. 
Repeated negative cultures have been 
obtained from patients in the early 
stages of the disease. On the other 
hand, the identification of 93 per cent 
of our cases by the cough plate method 
has been quite satisfactory. It would 
seem that the first requirement for 
diagnosis should be that repeated plates 
be submitted at frequent intervals early 


Week Week 
preceding During after 


Persons with Respiratory Symptoms cold cold cold Totals 

Colds of less than one week duration without cough 10 8 10 28 
with cough 2 4 3 9 

Colds of one to four weeks’ duration without cough 16 47 15 78 
with cough 25 79 20 124 

Colds of more than four weeks’ duration without cough 4 28 1 33 
with cough 14 138 10 162 

Total number of plates taken during or near colds 71 304 59 134 


Number of plates from persons showing no symptoms 
Total number of plates from the general population 


lll. Here we find a large series of 


‘ates taken during all stages of 
respiratory disturbances without a 


If this is con- 


lI! where we found positive plates from 


°3 per cent of the cases finally diag- 
nosed as whooping cough, it is apparent 
that not only does this group of nega- 
tive findings offer an excellent control 
of the accuracy of our methods but it 


Number of plates on above persons at other times 


Persons Who Showed No Respiratory Symptoms 


in the disease. We would recommend 
daily plates. In the next place it is also 
apparent that errors in the technic of 
inoculating plates will greatly modify 
the result. Therefore, it might be well 
to make the additional requirement that 
all plates be inoculated in the presence 
of some person with special knowledge 
of this procedure. With these two safe- 
guards, the cough plate method may 
well be included in the program of a 
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public health laboratory as a means of 
the diagnosis of whooping cough. 

We have shown that the method may 
serve to detect carriers and it seems 
quite likely that sub-clinical cases would 
also have been detected had sufficient 
plates been submitted at the proper 
stages of the infection. However, the 
practical value of detecting either 
carriers or sub-clinical cases is not 
established since epidemiological evi- 
dence indicates that neither of them are 
of significance in the spread of the 
disease. 

We know of no application of labora- 
tory findings that would aid in con- 
trolling the course of the disease in 
individuals. 

As a means of release from quaran- 
tine the findings by cough plate 
methods seem to be of very little value. 
Comparison of results with the findings 
of various investigators using the 
sputum method of isolating H. pertussis 
show that the latter method is much 
superior toward the end of the disease, 
although not so satisfactory in the 
early stages. Neither method ap- 
proaches the degree of accuracy neces- 
sary in quarantine release technic 
where dependence must be placed on 
negative findings. 

The most important value of the 
more general use of cough plates is the 
research value. There are many dis- 
puted questions concerning whooping 
cough and a large series of cough plates 
from many laboratories would do much 
to answer them. For instance, we 
might be able to rationalize our present 
quarantine requirements. There are 
also many important bacteriological 
questions to be settled. Weill’ and 
Debre '* indicate that the organisms 
lose their virulence during the course 
of the disease. The serology of the 
group is not completely worked out and 
but little study has been made of dis- 
sociation variants.'"* The accessory 
food factor requirements of other 
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species of Hemophilus have been the 
subject of some recent investigations, 
which should be broadened to include 
the entire group. 

Considering all of the above factors 
it would seem to us that at the present 
time cough plates are of greater im- 
portance to the research than to the 
routine public health laboratory. 


CONCLUSIONS 

In times of epidemics of whooping 
cough the routine public _ health 
laboratory can be of considerable 
service to the physician and to the com- 
munity in occasionally making a bac- 
teriological diagnosis of whooping 
cough before a clinical diagnosis can be 
made. As a means of controlling the 
spread of the disease, however, this will 
be of relatively little value since even 
the earliest cough plate diagnosis will 
be made after the individual will have 
passed his period of greatest infectivity. 
There is at present no evidence that 
cough platés have any special public 
health significance in other directions 
than early diagnosis. 
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STANDARDIZATION OF THE COMPLEMENT-FIXATION 
TEST FOR SYPHILIS * 


RutH Gripert, M.D., F.A.P.H.A. (Life Member) 
Division of Laboratories and Research, New York State Department of Health, 
Albany, N. Y. 


P' RSONAL preference for particular 
details in the complement-fixation 
test for syphilis renders improbable the 
general adoption, at this time, of any 
technic im toto. If agreement on 
basic principles can be secured, how- 
ever, a nucleus for a standard method 
will be provided. Codperative studies 
made prior to 1930 indicated that, even 
with manifold variations in details, the 
complement-fixation tests for syphilis 
extensively used in Canada and the 
United States had much in common; 
ilso, that the least satisfactory of them, 
iithough generally lacking in sensi- 
ivy, seldom gave definite reactions 
specimens from persons believed 
be free from syphilis. Consequently, 
conclusion seems warranted that, 
precautions are observed to prevent 
technical and clerical errors, the chief 
cern in standardization will be the 
poration of factors found essential 
obtaining significant results with 
weakly reacting sera. 
Experience has shown that the out- 
for a standard procedure proposed 


\bstract of the report of the Referee on the 
irdization of the Complement-Fixation Test for 
presented to the Committee on Standard 
is of the Laboratory Section of the American 
Health Association at the Sixty-first Annual 
g in Washington, D. C., October 24, 1932 
mplete report will be published in the American 

| of Syphilis 


in 1924, when the problem of stand- 
ardization was first undertaken, meets 
such a requirement in most particulars. 
In 1930, this outline was modified to 
incorporate features of technic believed 
to be desirable for insuring further the 
delicacy of the test, and was then sub- 
mitted to representative serologists, the 
majority of whom signified hearty 
accord with the general plan for a 
standard procedure. The Committee 
on Standard Methods of the Laboratory 
Section of the American Public Health 
Association, at the meeting held in 
Washington, October 24, 1932, ap- 
proved the technic recommended as a 
standard method, and referred the 
report to the section for final action 
next year. 

Provided the test is performed by a 
capable personnel and is suitably con- 
trolled, and precautions to avoid tech- 
nical inaccuracies are observed, the out- 
standing features of the procedure 
offered as a standard may be sum- 
marized as follows: the distribution of 
standard reagents by central labora- 
tories; the employment of a cholesterol- 
ized antigen having a high degree of 
selectivity with serum from cases of 
syphilis; the performance of an inde- 
pendent complement-fixation test with 
a second antigen or of another generally 
accepted serological test for syphilis 
(precipitation or flocculation), for 
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purposes of control; the use of 
amboceptor that is markedly hemolytic 
and practically free from agglutinative 
properties in the dilutions used; comple- 
ment that has been proved by pre- 
liminary tests to be actively hemolytic 
and to be readily fixed in the presence 
of antigen and syphilitic serum and 
which fails to react appreciably with 
antigen alone; a comparatively large 
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amount of patient’s serum as well as a 
smaller quantity to detect so-called 
prezone reactions; and an extended 
preliminary period for fixation at a low 
temperature with an additional exposure 
for a few minutes at 37° C., or pro- 
vision for a second test with fixation at 
37° C. for from % to 1 hour, in case 
the history indicates the possibility of 
recent infection. 


VITAL STATISTICS 


The Census of 1930 and the 
Growth of Population in Finland 
During the Last Decade—Some pre- 
liminary data concerning the results of 
the general census of 1930 in Finland 
are now available. The total registered 
population of Finland amounted to 
3,667,067 persons on December 31, 
1930. During the last half century, the 
population has increased from 2,060,782 
in 1880, to the 1930 figure of 3,667,067. 
The decennial increases during this 
period have varied considerably. Be- 
tween 1880 and 1890, the total increase 
was 319,358, or 15.5 per cent; between 
1890 and 1900, 332,422 or 14.0; from 
1900 to 1910, the increase amounted to 
402,635 persons, or 14.8 per cent; be- 
tween 1911 and 1920, to 249,610, or 
8.0 per cent; and between 1920 and 
1930, the increase was 302,260, or 8.2 
per cent. 

During the decade 1921-1930 the in- 
crease in population was slightly higher 
than during the preceding period of 10 
years. In comparison with 1901-1910, 
however, the increase in population has 
fallen off very much. When it is con- 
sidered that the civil war and severe 
epidemics occurred during 1911-1920, 
which greatly retarded the growth of 
the population, the increase in popula- 
tion of the latest period appears very 
small, for during the years 1921-1930 


the conditions were in every respect 
normal. The mortality was very 
favorable. The poor growth of popula- 
tion was consequently due entirely to 
the great falling off in births. 

Although the growth of population in 
Finland during the last 10 years pro- 
ceeded more slowly than during earlier 
normal periods it is nevertheless quite 
large in comparison with conditions in 
the other countries of Western and 
Northern Europe. During 1921-1930, 
the growth of the population for 
Hungary amounted to 9.0 per cent; 
for Denmark 8.7 per cent; Belgium 
8.2 per cent; France 6.9 per cent; 
Norway 6.2 per cent; England and 
Wales 5.3 per cent; Switzerland 5.0 
per cent; and Sweden 4.0 per cent. 

These figures of population growth 
are the results of greatly varied con- 
ditions of population. Together with 
Hungary, Finland has the highest rate 
of natality of these countries, but the 
surplus of population, for instance in 
Denmark, is approximately ‘as large in 
spite of the lower birth rate in this 
country, because the conditions of 
mortality in Denmark are more favor- 
able than in Hungary and Finland. In 
France, immigration from other coun- 
tries has also contributed toward the 
increase in population. 

Of the total population in Finland in 
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1930, 1,809,069 were males and 
1.857.908 females. The excess of 
females was 48,929 and there were 

27 females per 1,000 males. The 
disproportion between the number of 
men and women in countries which en- 
caved in the Great War, does not apply 
to Finland, despite the fact that the 
latter incurred considerable losses to 
its male population during the civil war. 
These losses are not comparable to 
those suffered by the Great War con- 
testants. As compared with Finland’s 
ratio of 1,027 females per 1,000 males. 
England showed 1,096, Germany 1,066, 
and France 1,103 females per 1,000 
males. 

The rural population still predomi- 
nates in Finland, although the popula- 
tion of towns regularly grows at a more 
rapid pace than the population in the 
country. In 1930 altogether 671,845 
persons, or 18.3 per cent, dwelt in the 
towns and 2,995,222, or 81.7 per cent, 
in the country. During 1921-1930 the 
urban population grew by 128,799 per- 
sons, or almost one-fourth, and the 
rural population by 173,461 persons, or 
only one-sixteenth. The population of 
the so-called urban districts (boroughs 
or country-towns) is included in the 
rural population, though it is really 
more closely allied to the towns than 
to the country. Besides there are a 
number of densely populated districts 
especially in industrial centers and sub- 
urban areas in the vicinity of towns 
that have townlike settlements. If 
these are classified in the same cate- 
gory as the towns, the proportion of 
the population living in towns in 1930 
would be 22.1 per cent instead of 18.3 
per cent, and the proportion living in 
actual rural areas 77.9 per cent instead 
ol 81.7 per cent. 

The increase in the urban population 
has in the course of time become more 
and more dependent on immigration 
irom the countryside. Although the 
urban population increased almost 


fourfold during the 50-year period 
1880-1930 the excess of births over 
deaths, after rising up to 1910, fell off 
again in absolute figures. During the 
10 years 1921-1930 it was about as 
small as for 1881-1890. Calculated per 
1,000 of the average population of the 
towns, this represents an enormous re- 
duction; from 7.9 per 1,000 in the 
1880’s to 2.8 per 1,000 for 1921-1930. 
At the same time the excess of births 
over deaths in the rural districts 
dropped from 14.5 to 9.2 per 1,000, 
also a considerable falling off. The 
proportion per 1,000 in the rural dis- 
tricts was, nevertheless, during the 
last decade still more than three times 
the corresponding figure for the towns. 

This reduction in the excess of 
births was chiefly due to the fall in the 
birth rate, which was especially marked 
in the towns. During 1881-1890 the 
birth rate in the towns averaged 29.2 
per 1,000 of the population, whereas 
in 1921-1930 it was only half that 
figure of 15.0 per 1,000. With regard 
to the rural population the correspond- 
ing development was as follows: the 
birth rate was 35.6 per 1,000 in 1881- 
1890 and 23.6 for the last decade. The 
reduction is consequently approxi- 
mately one-third in this case. 

During this half-century the death 
rate also fell off, although to a far 
smaller extent than the birth rate. 

While the difference in the figures of 
births in the towns during 1881—1890 
and 1921-1930 was 14.2 per 1,000, 
the corresponding difference in deaths 
was 9.1 per 1,000. In the rural dis- 
tricts the development in this respect 
proceeded rather more slowly. The dif- 
ference between the figures for births for 
these two decades was 12.0 per 1,000, 
while the figures for deaths recorded a 
difference of 6.7 per  1,000.—G. 
Modeen, M.A. Census of 1930 and the 
Growth of Population in Finland Dur- 
ing the Last Decade. Bank of Finland. 
Month. Bull. 11:22-25 (Nov.), 1932. 
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Statistics on Tuberculosis—The 
1930 report of the director of the 
Amsterdam association for the com- 
bating of tuberculosis indicates that 
the regular decline of mortality from 
tuberculosis in Amsterdam and in the 
Netherlands as a whole has been con- 
tinued. The mortality rate of tuber- 
culosis in Amsterdam is lower for men 
than for women. There have been no 
changes in the organization of the con- 
sultation centers of the district. A 
characteristic feature of this organiza- 
tion is the codperation between the as- 
sociation, the physicians, the public 
health service, and the ministry of 
labor. As for methods employed, the 
attempt to search out all patients hav- 
ing open pulmonary tuberculosis has 
come to the fore. The number of chil- 
dren treated with BCG vaccine in- 
creased in 1930, and no harmful effects 
were observed. The general impression 
with regard to its value is favorable. 
The results of the Pirquet reaction on 
22,694 children, aged 0-14, for the 
years 1920-1930 and the year 1930, 
show that the percentage of positive 
reactions is diminishing every year. 

With reference to urban and rural 
tuberculosis, Dr. Josephus Jitta has 
published some interesting figures. The 
mortality rate in 1930 was only 7.31 
per 10,000 inhabitants. During the 
period 1921-1930, the decline in tuber- 
culosis mortality was 50 per cent for 
the cities and 33 per cent for the rural 
districts. The mortality from tuber- 
culosis has increased considerably in 
children under year of age —J.A.M.A. 
100:985 (Mar. 25), 1933. 


Industrial States Decline Most in 
Births—In so far as it has been pos- 
sible to judge from the partial data 
available, the decline in the birth rate 
during the last 10 years has been prac- 
tically countrywide. Unfortunately, 
data for only 26 of the 48 states, and 
for the District of Columbia, are ob- 
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tainable for both 1931 (the latest year 
for which the facts have been pub- 
lished) and for 1921; but, without 
exception, the birth rate has dropped in 
these 27 areas. 

There has been, however, a wide 
divergence in the rate of decline. The 
3 Pacific Coast states, Oregon, with a 
birth rate of 13.6, California 13.9, and 
Washington 13.9 had the lowest birth 
rates in 1931; and Oregon and Wash- 
ington at the same time rank among the 
10 which show the greatest declines in 
the 10-year period. California just 
escapes inclusion in this group. 

It is most interesting and significant 
that the greatest declines in the birth 
rate have occurred in the states of the 
northeastern section of the country 
where the population is highly indus- 
trialized. Connecticut’s birth rate of 
15.7 in 1931 shows the very largest 
drop—one of 34.9 per cent; this being 
closely followed by the decline of 34.5 
per cent in New Jersey which shows a 
birth rate of 15.6 in 1931. These 2 
states stand out in rather bold relief 
from all the rest; for there is a sizable 
gap between them and still another 
industrial state—Massachusetts, with a 
birth rate of 16.1 in 1931, showing the 
third largest decrease (one of 31.8 per 
cent). Rhode Island, with a birth rate 
of 16.3, had the fifth largest decline; 
Pennsylvania, with a birth rate of 18.4, 
had the ninth; and the drop in New 
York State, with a birth rate of 16.1, 
was well above the average for these 
27 states. Even North Carolina, 
recording a natality rate of 23.0 and 
suffering the fourth largest decline, 
showed a considerable increase in the 
industrial population during the 10- 
year period. It seems hardly possible, 
however, that this alone is sufficient to 
account for so large a decline as the one 
of 31.1 per cent observed in North 
Carolina’s birth rate. 

In the few southern and “ Border ” 
states included among those for which 
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there are data for 1921 and 1931, the 
situation is widely divergent. North 
Carolina suffered a large decline; so did 
Virginia with a drop of 29.5 per cent 
and Maryland with one of 30.0 per 
cent. In Mississippi on the other hand, 
the drop was only 11.9 per cent and 
in the District of Columbia, which is 
really a city rather than a state, the 
smallest decline of all (5.9 per cent) 
was registered. 

\mong states with largely agri- 
cultural populations, Oregon, Washing- 
ton, New Hampshire, and Virginia 
were those to suffer above-average drops 
in the birth rate. Main and Missis- 
sippi, on the other hand, suffered the 
smallest declines; and Wisconsin, 
Minnesota, Vermont, Nebraska, and 
Kentucky recorded below-average de- 
creases. 

?ronounced differences appear in 
certain states which adjoin one another 
and which call for special study. For 
example, the drop in New Hampshire 
has been more than twice that in Maine 
and 50 per cent more than in Vermont. 
\ll 3 are states with large rural popula- 
tions and negligible negro populations. 
he drop in South Carolina is much less 
than that in North Carolina, and the 
decline in Kentucky about one-fourth 
less than that in Virginia. 

New Mexico and Nevada, the states 
which recorded the highest and the 
lowest birth rates in the country in 
1931, were admitted to the U. S. Birth 
Registration Area since 1921; and it is 
thus impossible to determine the extent 
to which their natality rates have 
dropped during this 10-year period. 
New Mexico’s 1931 birth rate was 28.4 
per 1,000 population and Nevada’s 13.2. 
Both were admitted in 1929, and there 
was actually a slight increase in the 
birth rate in New Mexico during the 
short period of 3 years for which the 
facts are obtainable. This may well 
rellect the improvement in birth regis- 
(ration in recent years. In Nevada, the 


drop has been small. In Arizona, ad- 
mitted in 1926, there has been no gen- 
eral downward trend in the birth rate, 
although a sharp drop was recorded in 
the year 1931. Arizona, like New 
Mexico, has a large Mexican popula- 
tion; and it is extremely probable that 
the Mexicans constitute the one racial 
element of the population which is not 
sharing in the declining birth rate. In 
several of the states, admitted to the 
birth registration area since 1921, the 
birth rate showed either a slight upward 
trend, or no appreciable change until 
the year 1931. The most conspicuous 
examples of this are Arkansas (ad- 
mitted in 1927), Georgia (1928), Idaho 
(1926), North Dakota (1924), Okla- 
homa (1928), and Tennessee (1927). 

Georgia has the distinction of being 
the only state to show a higher birth 
rate in 1931 than in 1930. In Okla- 
homa (17.7) and Wyoming (19.8), 
the figures were identical for the 2 
years.—Met. Life Ins. Co. Stat. Bull. 
14:3-5 (Mar.), 1933. 


Vital Statistics for Pennsylvania 
in 1932—-The provisional total of live 
births registered in Pennsylvania in 
1932 was 168,202. This number repre- 
sents a birth rate of 17.1 per 1,000 
population which is the lowest ever ex- 
perienced in the Commonwealth. With 
the exception of 1929-1930 there has 
been an annual decrease since 1927 of 
approximately 10,000 in the number of 
live births recorded in this state. 

Mortality as well as natality was un- 
usually low in 1932. The preliminary 
general death rate of 10.9 per 1,000 
population and the total of 107,595 
deaths, exclusive of stillbirths, were 
lower than any other year’s record. 
When final tabulations for the year are 
completed, this total and rate will be 
increased somewhat. And it is likely 
that the final mortality total for last 
vear will be less than the record low of 
1921 when only 109,919 deaths were 
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reported. Consequently, it is very 
reasonable to predict that the 1932 gen- 
eral death rate will establish a new 
minimum. 

Compared with preceding years, in- 
fant mortality in 1932 was favorable. 
For the first time in Pennsylvania’s 
history, deaths under 1 year of age 
numbered less than 10,000. While the 
totals of 9,919 infant deaths and the 
rate of 59 per 1,000 live births were 
provisional, they indicate a final infant 
mortality figure that is considerably less 
than average. The death rate from 
diseases of early infancy of 23.6 per 
1,000 live births was somewhat higher 
than the corresponding rate in 1931 and 
lower than the 1930 figure. 

In four diseases of childhood, namely, 
infantile paralysis, diphtheria, scarlet 
fever and whooping cough, the deaths 
showed increases over 1931. The mor- 
tality from poliomyelitis (infantile 
paralysis) in 1932 was greater than in 
any year since 1916 when 668 deaths 
occurred and a case fatality rate of 31 
per 100 cases was registered. Last 
year there were 13 deaths from this 
disease per 100 reported cases. In 
spite of a substantial reduction in its 
morbidity, the diphtheria mortality in- 
creased in 1932. However, while this 
rate of 4.0 per 100,000 population was 
higher than that of 1931, it was lower 
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than the diphtheria mortality of any 
other year. 

Judging from preliminary reports, 
the mortality from tuberculosis and 
pneumonia in 1932 was lower than in 
former years. The 1932 death rate 
from tuberculosis (all forms) was 52.5 
per 100,000, as compared with 56.5 in 
1931; for pneumonia the 1932 rate was 
81.5 and the 1931 rate 97.2. On the 
other hand, the deaths and death rates 
from heart disease, cancer, cerebral 
hemorrhage and diabetes continued to 
rise, the mortality from these diseases 
in 1932 being reported as follows: 
heart disease 238.4; cancer 102.1: 
cerebral hemorrhage 85.7; and dia- 
betes 25.7. Due to the widespread in- 
cidence of influenza in the latter part 
of the year, there was an increase in 
the death rate from this disease, from 
28.1 in 1931 to 29.3 in 1932. A slight 
rise was noted in the suicide rate from 
4.5 per 100,000 in 1931 to 4.6 in 1932; 
at the same time there was a slight de- 
crease in the homicide rate from 4.0 in 
1931 to 3.9 in 1932. Accident 
fatalities in general registered decreases 
from preceding annual reports. This 


is explained partly by more unemploy- 
ment and less use of motor vehicles due 
conditions.— 
Vital 


to current economic 
Pennsylvania Dept. of Health. 
Stat. Bull. 8:6 (Mar.), 1933. 
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Protecting Bathing Facilities by 
Use of an Ammo-Chlorine Boat— 
The attempt to control the contamina- 
tion of five bathing areas of the “ im- 
pounded stream ” type and four of the 
“ artificial lake ” type scattered over an 
area of about 200 square miles in the 
Forest Preserve District of Cook 
County, is described. 

\ portable type of chlorine boat 
mounted on a two-wheeled automobile 
trailer was designed. In addition to a 
chlorinator and ammoniator of the dry 
feed type, the boat was fitted with 
racks for carrying at least a thousand 
pounds of liquid chlorine or ammonia. 
As great accuracy was not considered 
essential a control apparatus of the 
pulsating meter type was used. The 
motive power was provided by a 
medium sized outboard motor which 
also assisted in diffusion of the chlorine. 

\s local conditions differed in each 
bathing area an effort was made to 
adapt the treatment to the particular 
location. The results are discussed 
irom the standpoint of one location of 
the “impounded stream” type. The 
author concludes that it is possible at 
least temporarily to control the bac- 
terial content of certain natural 
or semi-natural swimming locations. 
Chauncey A. Hyatt, Munic. San., III, 
9, 370-371 (Sept.), 1932. From Pub. 
Health Eng. Abstr., XIII (Jan. 7), 
1933. Abstr. H. N. Old. 


Conformity of Public Water Sup- 
plies to the U. S. Treasury Depart- 
ment Standards—The author briefly 
reviews the evolution of the present 
Treasury Department Standards for 
drinking water used on interstate car- 
riers and the procedure followed in the 
certification of the same. In 1931, 


1944 public water supplies in the 
United States were used as sources of 
drinking and culinary water by inter- 
state carriers. Seventy-nine per cent 
of the supplies reported on were recom- 
mended for favorable certification, 18.5 
per cent for provisional certification and 
2.5 per cent prohibited for use. Prac- 
tically all favorably certified supplies 
meet the bacteriological standards as 
did 78 per cent of those provisionally 
certified. Probably 75 per cent of all 
public water supplies would meet 
Treasury Standards as a whole and 
about 90 per cent would meet the bac- 
teriological standards. R. E. Tarbett, 
J. Am. W. W. Assn., 24, 9:1281- 
1287, 1932. From Pub. Health Eng. 
Abstr., XIII (Jan. 7), 1933. Abstr. 
H. K. Gidley. 


Colon-Aerogenes Types of Bac- 
teria as Criteria of Fecal Pollution 
—As the result of extensive work of 
their own and the examination of pub- 
lished articles and reports which they 
briefly review, the authors conclude: 
“(1) There is a growing sentiment that 
the Bact. aerogenes types of organisms 
in water, apart from Bact. coli, have 
little significance as criteria of fecal 
pollution; (2) the fecal significance of 
organisms designated as Bact. coli and 
Bact. aerogenes depends on the dif- 
ferential method used to distinguish 
them; (3) in ferrocyanide citrate agar, 
the Bact. coli type of colony is the only 
one strictly characteristic of feces; 
(4) the Bact. aerogenes type and the 
intermediate types as determined by 
this medium, are inconsequential in 
feces; (5) the distinctive types of 
colon-aerogenes organisms in _ ferro- 
cyanide citrate agar retain their definite 
colony characteristics for at least six 


[505] 


506 AMERICAN JOURNAL OF PuBLIC HEALTH 


months—as determined by subsequent 
plating of a large number of strains in 
the same medium; (6) it is the 
author’s conclusion that the Bact. coli 
type of colony in this medium is alone 
definitely indicative of fecal pollution; 
that the Bact. aerogenes type and the 
intermediate types of colonies are of no 
special fecal significance, and that the 
latter types should, therefore, be ex- 
cluded from consideration as evidence 
of dangerous fecal pollution. F. O. 
Tonney and R. E. Noble, J. Am. 
W. W. Assn., 24, 9:1267—1280 (Sept.). 
1932. From Pub. Health Eng. Abstr., 
XIII (Jan. 14), 1933. Abstr. H. K. 
Gidley. 


The Use of Bleaching Clay in 
Water Purification—‘“ Bleaching clay 
shows advantage in water treatment by 
reason of its low price and its great 
capacity to remove tastes, odors and 
color. These complex silicates are very 
inert to reactive chemicals, so that there 
are not the possibilities of unwanted 
chemical reactions as there is with 
superchlorination and with ammonia. 
Bleaching clay removes unpleasant 
characteristics from water by removing 
the substances causing them. Its use 
does not impart any chemical charac- 
teristics to the water that might be 
disagreeable. To remove unwanted 
material from water by a natural, un- 
treated substance, as a clay, does not 
produce any unpleasant psychological 
reaction in the mind of the consumer. 
Bleaching clay has the capacity to re- 
move traces of phenol from phenol con- 
taminated water; shows considerable 
capacity to remove chlorine and 
sulphuric acid from water containing 
these chemicals; with aluminum 
sulphate forms a heavy floc which 
settles rapidly. 

Bleaching clay itself has _bacteri- 
cidal properties. With prechlorination, 
the great capacity of the clay to take 
up chlorine brings about more effective 


sterilization and reduces putrefaction 
and bacterial proliferation in basins and 
filters to a minimum. The economies 
possible in lessening the amounts of lime 
and other chemicals needed reduce the 
cost of using bleaching clay. Seven to 
ten cents a million gallons, for a few 
pounds of bleaching clay used regularly, 
even when there are no serious color or 
odor problems, will be well spent as in- 
surance against variability and possible 
trouble. The more unwanted sub- 
stances are removed from the water 
supply, the less chance dissatisfaction 
will arise.” Edw. M. Slocum, Journal 
Pennsylvania Water Works Operators’ 
Assn., IV, 53-64, 1932. From Pub. 
Health Eng. Abstr., XIII (Jan. 14), 
1933. Abstr. Judson A. Harmon. 


Why a Seasonal Quarantine Is 
Placed Upon Mussels and Clams— 
Since 1927, when an outbreak of musse! 
poisoning involving over 100 cases oc- 
curred in and around San Francisco, 
the California State Board of Health 
has established a quarantine on shell- 
fish during that season of the year 
when the poison is at a maximum in the 
mussels and clams. The toxicity of the 
shellfish varies from season to season 
and from month to month, increasing 
during the summer months, and it may 
reach a maximum as early as June or as 
late as September. It has been found 
that '4 ounce of bicarbonate of soda 
added during cooking, for each quart of 
water used, destroys 85 per cent of the 
poison when the cooking process is 
continued for 20 to 30 minutes. 

Occurrence of the poison in clams 
does not run strictly parallel to its 
occurrence in mussels. In both cases 
the poison is confined almost entirely 
to the intestines of the bivalve and 
since these organs are larger in clams 
they are generally discarded, hence 
clam poisoning is not as frequent a3 
mussel poisoning. It is to be remem- 
bered that cooking alone, without the 
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of bicarbonate of soda, does not 
reduce the danger of poisoning. By 
neral use of the bicarbonate of soda 
| by laboratory tests on the strength 
| the poison, it may be possible in the 
future to reduce the time of quarantine 
a minimum. H. Muller, Weekly 
Bull. Calif. State Dept. of Pub. Health, 
NI, 35:138-140 (Oct. 1), 1932. From 
Pub. Health Eng. Abstr., Vol. XIII, 
Jan. 21, 1933. Abstr. Frank E. 
Martini. 


New Paris—A very serious view is 
iaken of the inadequate supply of 
table water and means of sewage 
treatment for the rapidly growing 
population of Paris. At present about 
mil. c.m. of water is provided, 
'.815,000 c.m. of which is purified 
Seine and Marne water. It has been 
estimated that by 1960 a further 2 mil. 
m. will be required, which for navi- 
gation reasons cannot be withdrawn 
trom the river. In 10 years the quan- 
ty of water used for condensation 
urposes in big electrical power stations 
vill have risen to 120 c.m. per sec. from 
) cm. per sec. A corresponding in- 
rease in the temperature of river water 
vill give rise to fogs in the valley. 
Ninety-two mil. c.m. of sewage is dis- 
charged untreated into the Seine; 
onsequently river water must be 
treated with high chlorine dosages. It 
urged that increased treatment of 
sewage on land, and the construction of 
impounding reservoirs for potable water 
should be immediately undertaken if a 
risis in 10 years’ time is to be averted. 
'. Bordas and J. Riviere, Rev. d’Hyg., 
s, 38, 1930. From Summary of Current 
Lit., Water Pollution Res., VI, 3:77 
Mar.), 1933. 


The Water Supply and Sanitation 
of Paris and District—The writer, in 
i critique of “ New Paris” by Bordas, 
“., and Riviere, J. (see previous Abst.) 
onsiders that the situation in the water 


supply and sanitation of greater Paris is 
not as grave as they assume. He 
ascribes the defects of the water supply 
system to an out-of-date administrative 
organization. The water supply of 
Paris itself is sufficient and more for 
present day needs, but a 5 per cent in- 
crease pe: annum in the potable water 
demand is foreseen in the next 20 or 
30 years. The suburbs generally have 
an insufficient water supply, e.g. in the 
Seine Department only 150 litres per 
head of potable water is provided, while 
in Paris there are 500 litres per head. 
A greater codperation between Paris 
and its suburbs and the lessening of the 
number of separate water works is 
urged. New sources of potable water 
for greater Paris are under considera- 
tion and will probably be provided by 
ground water from the Loire valley. 
The program of the Ministry of Public 
Works to erect a system of dams in the 
upper Seine basin which will regulate 
the water level at the mouth of the 
river for navigation purposes, and have 
an accessory value in controlling flood 
levels, producing electrical energy, and 
providing a supplementary supply of 
water for Paris is described. In dis- 
cussing the sewerage of Paris the writer 
describes briefly the program put for- 
ward in 1929 by the Conseil-general of 
the Seine which includes the construc- 
tion of a chain of collecting sewers en- 
circling Paris to the north and south 
and avoiding discharge of sewage into 
the Seine or Marne during their flow 
through the city. An artificial treat- 
ment plant capable of enlargement 
according to future needs is also 
to be-erected to prevent pollution of the 
Seine, and the present irrigation fields 
are to be maintained. The difficulties 
involved by this scheme, including 
codéperation between the neighboring 
departments, are discussed. The 
author shows that the raising of the 
temperature of the river by the con- 
densation waters from the power sta- 
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tions is not at present a_ serious 
problem; should it become so in the 
future the improved sanitation condi- 
tions will counteract its effect. H. 
Giraud, Ann. d’Hyg., 9, 293, 1931. 
From Summary of Current Lit., Water 
Poll. Res., VI, 3:77—78 (Mar.), 1933. 


Cotton Guard Rope in Swimming 
Pools as Source of Colon-Aerogenes 
Group—Positive presumptive _ tests 
which gave typical aerogenes colonies 
on partial confirmation were given by 
water from a swimming pool after the 
introduction of a cotton guard rope 
which was immersed in the water. Ex- 
amination of strands from the rope 
showed the presence of the colon- 
aerogenes group and it was found that 
bacterial growth was possible upon the 
moist rope Guard ropes of organic 
material are unsuitable for use in 
swimming pools. H. W. Leahy, J. Am. 
W. W. Assn., 24, 1062, 1932. From 
Summary of Current Lit., Water Poll. 
Res., VI, 3:87 (Mar.), 1933. 


A New Nutrient Medium for the 
Isolation of B. Coli—A new medium 
for the detection and isolation of B. 
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coli utilizes the characteristic growth of 
B. coli on agar containing traces of 
copper. Two drops of 10 per cent 
copper sulphate solution are added to 
10 c.c. alkaline liquid agar; the mix. 
ture is autoclaved at 110° C. for 20 
mins. and then poured into petri dishes 
and left to set. Colonies of B. coli 
develop rapidly. Each has a fine rim 
and is raised at the center; a central 
yellowish brown zone is surrounded by 
a yellow and then a light yellow zone. 
All of these, especially the middle zone, 
show a copper lustre. The usual cul- 
tural and fermenting properties of the 
colonies are maintained. Selectivity is 
exhibited by the medium; typhoid, 
paratyphoid, Gartner, and dysentery, 
diphtheria bacilli, fecalis alkaligenes 
and lactis aerogenes bacteria and 
staphylococci do develop in it after 24 
hours incubation at 37° C. Very 
rarely whitish, not transparent colonies 
of B. paratyphosus B. may appear. 
The imperfect development of the ty- 
phoid bacilli may be used as a criterion 
for their identification. G. Cascelli, 
Zbl. fiir Bakt., 1, Orig., 124, 537, 1932. 
Summary of Current Lit., Water Poll. 
Res., VI, 3:94 (Mar.), 1933. 


INDUSTRIAL HYGIENE 


Lead Poisoning, New York State, 
1931—There is given a table of 85 
cases of lead poisoning reported during 
|031—27 cases among general painters, 

among storage battery workers, 6 
ong color manufacturers, 5 among 

nters, and the balance scattered. A 
conspicuous reduction was noted in lead 
poisoning in the storage battery in- 
dustry, largely due to the efforts of one 

ve plant to control it-—Adelaide 
Ross Smith. Jndust. Bull., New York 
Dept. of Labor, 11, 10:315 (July), 
1932. FE. R. H. 


Silicosis—The Hazard, What It 
Is, and How It May Be Prevented—- 
rhis is a summary of the present-day 
roblem of silicosis, particularly as 
related to New York State and should 
e read in the original by those further 
nterested. Two or three important 
features stand out in the prevention, 
such as physical examinations and the 

ntrol of silica dust in the breathing 
itmosphere—J. D. Hackett, Jndust. 
Bull, New York Dept. of Labor, 11, 
15:475-476 (Dec.), 1932. E.R. H. 


Silicosis in Great Britain—-The 
Secretary for Mines was asked by Mr. 
David Grenfell the number of cases of 
silicosis reported from each of the 
British coalfields, to which he replied 
that silicosis was not a notifiable dis- 
ease and the only figures were those of 
cases paid compensation. The num- 
ber of such cases between February 1, 
1929, and December 31, 1931, was 91, 
including 20 fatal cases. The number 
| cases in 1931 in which compensation 
was paid was 52, of which 13 were 
fatal. 

The Coal Mines Act requires the 


prevention of dust from power drills 
when they are used for drilling in 
ganister, hard sandstone, or other 
highly siliceous rock. 

The stone dusting of colliery road- 
ways as a protection against coal dust 
explosions has been generally enforced 
for nearly 12 years and has proved re- 
markably effective. The Secretary 
knew of no evidence that the practice 
had been injurious to health. The evi- 
dence in the very few cases (of 
silicosis), which were not definitely as- 
sociated with the use of power drills in 
siliceous rock, was not conclusive. The 
condition of the lungs known as 
Anthracosis was not specifically related 
to the use of power -drills——Parlia- 
mentary Debate, House of Commons, 
Nov. 15, 1932, Indust. & Labour Inf., 
Dec. 12, 1932, p. 330. E. R. H. 


Occupational Disease, New York 
State, 1932—Typed tables show the 
prevalence and nature of occupational 
diseases reported, divided into those 
“up-state”” and those for New York 
City—the latter further subdivided into 
those which were allowed compensation 
and those which were disallowed. 

The grand total for the year 1932 
was 610, of which 458 appeared on the 
compensation schedule and 152 were 
unclassified. The largest single group 
was benzol, etc., with 107 cases, fol- 
lowed by dermatitis due to alkalies, 102 
cases; lead poisoning, 79 cases; and 
dermatitis due to oils, 61 cases; while 
afflictions due to lacquers, solvents, 
carbon monoxide, petroleum products, 
and chrome were all fairly frequent. 

A more extensive table compares the 
years 1930,.1931, and 1932, and ar- 
ranges the causes in alphabetical order 
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—the occupational diseases reported 
being due to about 140 causes. The 
totals for the 3 years were 864, 568, 
and 615 respectively. The prominent 
causes, in addition to those mentioned 
above, were: Acids, anilin dyes, amido- 
derivatives of benzine, anthrax, arsenic, 
benzine, calcium hydroxide, cement, 
various forms of dermatitis, dyes, dusts, 
mercury, poison ivy, silica, soap and 
soap powders, sodium hydroxide and 
turpentine.—Division of Industrial 
Hygiene, New York State Dept. of 
Labor (received March, 1933). 
E. R. H. 


The Position of the Medical 
Officer of Health in Relation to In- 
dustrial Hygiene—After reviewing the 
historical fact that industrial hygiene 
in the British Isles has been admin- 
istered from a central source—in more 
recent years by the Home Office—the 
author discusses the experiences in the 
city of Coventry following a voluntary 
liaisson set-up between the Engineering 
Employers’ Association and the Local 
Board of Health of which the author is 
Medical Officer. Thus the Local Board 
fills an advisory rdéle in relation to fac- 
tory welfare and occupational hygiene 
in a vicinity employing some 50,000 
persons, and factory hygiene is not 
omitted from the local public health 
scheme. 

In the discussion which followed, Dr. 
Clyde McKenzie (Smethwick) op- 
posed the control of factory inspection 
by the local authority for several 
reasons: The loss of time in a factory 
was almost entirely dependent on the 
general health of the workers rather 
than on occupational risk (in which 
situation the local medical officer of 
health already had ample powers), and 
a small centralized staff was necessary 
to build up the special knowledge 
necessary to understand and control 
occupational diseases. Local interest 
was acceptable from the voluntary 
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standpoint, but any legislative control 
should be from a central office to insure 
uniform standards——A. Massey, J. 
Roy. San. Inst., 53, 9:494-499 (Mar.), 
1933. E. R. H. 


Frequency of Pneumonia Among 
Iron and Steel Workers—This Buw/- 
letin, after describing the statement of 
the problem, takes up the factors apart 
from working conditions such as 
seasonal influences, economic status, 
age, race, alcoholism, and community 
pneumonia, followed by a study of the 
incidence of pneumonia in relation to 
the nature of iron and steel working 
conditions. 

Previous studies of industrial sick 
benefit associations by the Public 
Health Service have consistently shown 
a higher rate of pneumonia among 
these employees than those in other 
industries as a whole. The present 
study, 1924-1928, showed 35 per cent 
increased incidence of pneumonia above 
the average for all reporting establish- 
ments in the steel industry. The high- 
est rates were among employees of the 
blast furnace, coke plant, open hearth, 
general labor about the mills, and rod 
and iron mills. The departments show- 
ing a high pneumonia rate tended also 
to show abnormally higher rates of in- 
fluenza and other diseases of respira- 
tion. 

Factors apart from working condi- 
tions were of insufficient influence to 
account for the excesses described. The 
frequency of pneumonia among men ex- 
posed to inclement weather was 13.6 
cases annually per 1,000. The rate 
among men subjected to heat hazards 
involving wide temperature changes was 
12.6 per 1,000. That among 1,000 
factory men exposed to no industrial 
condition was only 3.9 per 1,000. 
Strenuous work also appeared to inten- 
sify the hazard when performed under 
intermittent exposures to high tempera- 
tures. There appeared to be no wa) 
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of evaluating the effect of dust upon 
the incidence rate of pneumonia. Like- 
wise, the influence of gases alone could 
not be measured, although the only gas 
found in sufficient concentration to pro- 
duce physiological changes was sulphur 
dioxide. A common factor appeared to 
be, sudden cooling or chilling of the 


(i those who died of pneumonia, 
nearly one-fifth succumbed before the 
end of the first week of illness, while 
among those who recovered, 50 per cent 
were disabled for 6 weeks or more. 
hese tended to show a higher rate of 
heart effects than found in a control 
group in the same plant or among in- 
dustrial workers in general. A number 
of recommendations complete the re- 
port.—Dean K. Brundage et al., Bull. 
_ U.S. P. H. S., Nov., 1932, 51 pp. 
E. R. H. 


Annual Report, Institute for Sci- 
ence of Labour, 1930-1931 (Japan)— 
his report of 25 pages embodies the 
findings of a group of research workers 
and investigators devoting their time to 
various subjects in occupational hygiene 
d diseases. 

(he organization of the Institute is 
described and the first 10 years of its 
progress completed July, 1931. The 
report gives a list of the lectures and 
reports made by the members of the 
stall at various meetings and congresses 
is well as abstracts of the papers pub- 
lished by the staff for the fiscal year 
ending July 30, 1931. Most of these 
papers (34 in number) have appeared 
in the Journal of the Science of Labour, 

t a number of them are cited in the 
lopanese Yearbook of Social Science 
and some in the Commemoration Num- 
ber of the 10th Anniversary of the 
Institute. It also has been decided to 
select and translate some of the papers 
into English and German, and a list of 

dozen of these is advertised. The 
report also contains a diagram of the 


al 


ground plan of the Institute and a list 
of the staff of some 30 persons.—Gito 
Teruoka, Director, Institute for Science 
of Labour, Kurasiki, Japan (received 
October, 1932). E. R. H. 


Occupational Diseases in Czecho- 


.Slovakia—Cases of occupational dis- 


eases notified to the Accident Insurance 
Institutes at Prague and Brno between 
July 1, 1932, and November 30, 1932, 
were as follows: Prague, 595; Brno, 
302. Most of these were cases of 
silicosis; cataract, lead poisoning and 
cancer come next on the list. The 
Czechoslovak Act relating to compensa- 
tion for occupational diseases came into 
effect July 1, 1932.—Jndust. & Labour 
Inf., XLV, 11:322 (Mar. 13), 1933. 
E. R. H. 


Sickness Among Male Industrial 
Employees During the Final Quar- 
ter of 1932—The influenza epidemic 
during the fourth quarter of 1932 
caused a higher rate of sickness among 
employees in the selected industries 
studied, but if this cause is deducted the 
frequency of sickness is just about the 
same as in the corresponding quarters 
of 1930 and 1931.—Dean K. Brundage, 
Pub. Health Rep., 48, 13:322 (Mar. 
31), 1933. E. R. H. 


Pottery—The report includes a de- 
scriptive introduction, the extent and 
scope of the pottery industry in the 
United States and the conditions found 
in three typical plants, after which the 
process of manufacture and the poten- 
tial health hazards are given. These 
latter are discussed under the heads of 
dust, heat, lead poisoning, chemicals, 
dampness, other hazards, and “ fre- 
quency and severity rates.” In addi- 
tion, there is a Classification and Index 
of Jobs with the chief hazards given 
for each.—Retail Credit Company (At- 
lanta, Ga.), Industry Report, 8, 4:33—42 
(Apr.), 1933. E. R. H. 
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Vitamin D and the Conservation 
of Calcium in the Adult. //. The 
Effect of Vitamin D on Calcium Con- 
servation in Adult Rats Maintained on 
Low Calcium Diets—In a_ previous 
paper (J. Biol. Chem. 97:265, 1932), 
results were reported on feeding a high 
calcium-low phosphorus rachitogenic 
ration with and without additional 
vitamin D. 

In the present paper are reported 
results obtained on adult rats kept on 
a ration low in calcium and phosphorus 
with and without vitamin D supple- 
ments. 

Three rations were used in these ex- 
periments, one consisting of yellow 
corn, wheat gluten and sodium chloride, 
and containing 0.058 per cent calcium 
and 0.28 per cent phosphorus. 

The second was a duplication of the 
first ration except that vitamin D had 
been synthesized therein by exposure 
to ultra-violet radiations. 

The third which served as a normal 
control ration, was composed of two- 
third stock Ration 14 (Science, 57, 449, 
1923) one-third whole’ milk 
powder. It contained 0.56 per cent 
calcium and 0.58 per cent phosphorus. 
Four groups of female rats were used. 
One group was killed at the beginning 
of the experiment and the other three 
received the rations. 

The general appearance and behavior 
of the rats showed no significant varia- 
tion from the normal until the 10th 
week, at which time they became so 
restless it was necessary to transfer 
them to individual cages. By the end 
of the 15th week the differences in the 
three groups were very pronounced. 
On the non-irradiated low calcium 
ration diet there was a hypertonic con- 
dition of the muscles and the animals 
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were emaciated and senile in appear- 
ance. The rats on the irradiated low 
calcium diet did not become so 
emaciated and there was no muscular 
tenseness. 

The femurs suffered a 10 per cent 
reduction in ash. The introduction of 
small amounts of vitamin D into the 
calcium-deficient ration provided con- 
siderable protection from mineral losses 
in a parallel series of the rats. Only 
about 6.5 per cent of ash was lost 
from the femurs. Weight losses were 
greatly reduced. Calcium content of 
the blood serum was increased and the 
parathyroids were maintained almost 
normal in size. 

Ill. The Effect of Vitamin D on the 
Teeth of Rats—These experiments 
were carried out in two series. For the 
lactation series the stock diet consisted 
of yellow corn, oil meal, crude casein, 
alfalfa, bone ash, sodium chloride, dried 
yeast, skim milk powder, and butter 
fat. Vitamin D was added in the form 
of irradiated dried yeast at a level of 
0.5 per cent of the weight of the ration. 

In the low calcium series the diet 
consisted of yellow corn, wheat gluten, 
and sodium chloride. Vitamin D was 
synthesized in the ration by treating it 
with ultra-violet radiations. A stock 
rat ration which was unable to maintain 
normal ash content of bone in female 
rats during lactation did not lead to 
depletion of minerals in the incisor 
teeth, and liberal additions of vitamin 
D correspondingly had no effect on the 
teeth. 

However, a ration low in calcium 
when fed to adults over a long period 
of time was unable to maintain normal 
composition of teeth or bone even 
without the strain of reproduction. The 
sole addition of vitamin D resulted in 
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almost complete protection against 
mineral losses, as revealed by analysis 
for ash and histological examination. 
For complete protection the ration was 
probably too low in calcium.—Vera M. 
Templin and H. Steenbock, J. Biol. 
Chem. 100:209 (Mar.), 1933. 


Antimony Poisoning Due to the 
Use of Enamelled Vessels—In recent 
vears there have been several outbreaks 
in England of antimony poisoning due 
to the use of enamelled vessels of in- 
ferior quality for the preparation of 
acid drinks such as lemonade. The 
first of these outbreaks occurred in the 
summer of 1928. Lemonade was pre- 
pared in a number of new white 
enamelled buckets and allowed to stand 
over night. Next morning they were 
placed in various parts of a building 
for employees of a local firm. 

By noon, 70 of 500 employees had 
been served, and practically all were 
speedily sick. Fifty-six of the patients 
had to be removed in an ambulance. 
rhe symptoms were a burning sensa- 
tion in the stomach, colicky pains, 
nausea, vomiting, and collapse. In no 
case did the vomiting amount to 
hematemesis, and intestinal symptoms 
were absent. The period and degree of 
distress varied with the quantity of 
drink consumed, and in many of the 
younger girls signs of hysteria were 
present in addition to the symptoms of 
poisoning. In most cases the patients 
were able to return to work within three 
hours, only two being detained in the 
hospital over night. 

The “ lemonade ” crystals which were 
used to make the lemonade were ex- 
amined and found to contain 80 per 
cent of sugar, 18 per cent of tartaric 
acid and 1% per cent of carbonate of 
soda. The enamel on the pails con- 
tained about 3 per cent of antimony 
oxide. The tartaric acid had dissolved 
the enamel and presumably formed 
tartar emetic with the antimony pres- 


ent. A tumblerful of the liquid was 
found to contain 1% grains calculated 
as tartar emetic, the emetic dose being 
to 1 grain. 

The second outbreak occurred in 
1929 at a gathering at which 120 per- 
sons were present. The lemonade in 
this case was made from sliced fresh 
lemons, and was prepared in white 
enamelled iron jugs. Twenty-five to 
30 persons were ill within half an hour 
after consuming the drink. The enamel 
of the jugs was found to contain 9 per 
cent of antimony oxide. 

The third outbreak occurred in 1932 
in a large London hospital. Sixty-five 
of 70 persons present were seized with 
acute symptoms of vomiting. In this 
case also the lemonade was prepared 
from fresh fruit in white enamelled iron 
jugs. 

A warning is sounded against the 
use of low-grade enamels. These are 
made from a mixture relatively low in 
silica content and are fired at a low 
temperature. They are not acid-proof, 
and seem to be readily dissolved by 
citric, tartaric, acetic, and other acids 
present in foods. The buckets and cans 
responsible in the above cases were not 
intended for use with food or drinks, 
but were so used and there was nothing 
in their appearance to suggest that they 
were not suitable. The public should, 
therefore, be warned that enamelled 
hollow-ware vessels intended for other 
purposes may be dangerous if used for 
the preparation or storage of food or 
drink.—Ministry of Health, Brit. Food 


J., 35:24 Mar.), 1933. 


Relation of Vitamin A to Cancer 
—Kuh reports that the study of the 
effect of varying dosages of vitamin A 
from various sources on the growth of 
tumors of mice under controlled con- 
ditions showed that the tumor implants 
of mice were not affected by those 
amounts of vitamin A contained in the 
usual diet, supplemented by as much as 
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500 units of vitamin A. On the other 
hand, when maximal dosages (1,000 or 
more vitamin A units) of the pro- 
vitamin carotene were administered, 
varying degrees of inhibition of tumor 
growth were observed. 

The utilization of the carotene was 
limited by a number of factors, in- 
cluding apparent failure on the part of 
the animal to convert the carotene to 
vitamin A, this incompetence being due 
to the absence from its liver of the 
enzyme carotenase. The problem of 
inhibiting tumor growth by means of 
vitamin A becomes one of determining 
whether more efficient methods of ad- 
ministration can be devised. Two 
possible procedures are worthy of trial: 
(1) the feeding of carotene plus the 
injection of a source of enzyme caro- 
tenase, and (2) the feeding of new 
preparations of vitamin A concentrate. 

The administration of the maximal 
dosages of vitamin A appeared to be 
without a harmful effect on the 
animals. This suggests that the in- 
hibited growth of the tumor is the re- 
sult of a specific action of the vitamin 
A on the cancer cell.—Yale J. Biol. & 
Med., 5:123, Dec., 1932 (Abstr. 
J.AM.A, 100:779, Mar. 11, 1933). 


The Antiscorbutic Value of Fresh 
Lime Juice—A scurvy producing diet 
of caseinogen, calcium carbonate, 
sodium chloride, oats and bran was 
given ad libitum. This was supple- 
mented with 5 c.c. cod liver oil daily 
per animal. Young guinea pigs usually 
weighing 300-400 g. were used. The 
juice was prepared fresh daily from ripe 
Egyptian limes not more than 2 days 
gathered and was given in daily doses of 
from 0.5 c.c. to 3.5 c.c. It was found 
that the minimum protective dose of 
fresh lime juice is 1.5 c.c. and partial 
protection is conferred even by the 
smallest dose given, 0.5 c.c. 

Comparisons were made between the 
Egyptian and West Indian limes since 
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the latter had been employed in pre- 
vious experiments reported. Ripe fruits 
were used but the juice was kept in 
a refrigerator throughout the experi- 
ment which was approximately 2 
months. It was shown that in both 
juices the antiscorbutic principle is not 
stable for a long time. During the 
experimental period deterioration was 
such that 3 c.c. failed to protect against 
the diseases. There seems to be no 
doubt that loss of this factor takes 
place at a much greater rate from lime 
juice than from lemon juice. Pre- 
vious investigators (Biochem. J. 15:83, 
1921), obtained slightly better results 
with green than with ripe limes, thus 
indicating that loss of the antiscorbutic 
principle commences with the process 
of ripening—Ali Hassan and Rizk 
Basili, Biochem. J. 26:1846, 1932. 


Vitamin C and the Suprarenal 
Cortex. I. Antiscorbutic Activity 
of Ox Suprarenal—Supplies of fresh 
ox suprarenal were obtained daily or 
every second day from local slaughter- 
houses. In order to avoid possibility 
of adrenalin poisoning, only the cortex 
was fed. The antiscorbutic activity 
was determined by curative tests, and 
by the microscopic tooth structure 
method. 

In the first test, male guinea pigs, 
weighing 250 g. were placed for a pre- 
liminary period of 10 days on a scor- 
butic diet of bran, oats, egg-yolk, salt 
and cod liver oil, alone, and _ then 
supplemented by 15 g. of cabbage. 
Graded doses (0.25, 0.5, 1.0 and 2 g.) 
of suprarenal cortex were fed and re- 
covery rate noted. Graded doses (.75, 
1.5, 3 and 6 c.c.) were fed at the same 
time to another test of animals. It 
was found that 2.0 g. of raw suprarenal 
cortex corresponded very accurately 
with 6 c.c. of orange juice, 1 g. with 
3 cc. and 0.5 g. with 1.5 c.c. 

In the second experiment, young 
guinea pigs weighing about 300 g. were 
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the basal diet with doses of 
renal cortex at levels of 0.5, 1.0 
2.0 g. To another set of animals 
ge juice was fed at levels of 1.5, 
:and 6c.c. After 14 days the animals 
were killed and cross-sections of the 
roots of the incisors were prepared by 
the usual method. 

Raw suprarenal cortex (ox) was 
found to be a more powerful anti- 
scorbutic than any natural source 
known and possesses three times the 
activity of orange juice. The degree 
of activity corresponds with the value 
predicted on the basis of the relative 
vields of hexuronic acid obtainable from 
he two sources. It is concluded that 
vitamin C is either identical with 
hexuronic acid or is a substance pos- 
sessing a Close similarity to it. 

Preliminary results show that in 
guinea pigs the vitamin C activity of 

suprarenal is lost with the onset 

i scurvy. It is supposed that vitamin 
C plays a special réle in the physiology 
{ the suprarenals.—Leslie Julius Harris 
and Surendra Nath Ray, Biochem. J. 
2067, 1932. 


Vitamin A Content of Naturally 
Colored Nut Margarines—This ex- 
periment was carried out to determine 
the vitamin A content of a number of 

it margarines colored by the addition 
( palm oil. Male albino rats, 28 days 

ige, and averaging about 59 gm. in 
weight, were used. These were fed the 
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“colony diet” recommended by the 
vitamin assay committee of the Ameri- 
can Drug Manufacturers’ Association. 
When the body was depleted of vita- 
min A, which required about 4 weeks, 
different levels of nut margarines were 
added to the basal diet, and the experi- 
ment continued 8 weeks or until death. 

Sufficient vitamin-free cottonseed oil 
was fed to each animal to make the 
total fat constituent of the diet one 
gram per day. To the diet of the 
animals which were used as controls 
were added different daily levels of 
butter. Records of the growth of the 
animals are given and it was thought 
some of the growth might be due to the 
vitamin A in the added milk. Some 
of the fat from each sample was freed 
from the salt, water, and curd. 

An amount equivalent to the level 
required to produce an average gain of 
3 grams per week was fed to a second 
series of rats. The average growth 
curves for these animals were practically 
identical with those of the animals re- 
ceiving equivalent amounts of the 
original sample; this indicated that the 
vitamin A content was derived from the 
fat rather than from the added milk. 
From the results of this experiment it 
is concluded that palm oil shows 
promise as a source of growth- 
promoting substances in nut margarines. 
—Charles F. Poe and Hazel A. Fehl- 
mann, J. Indust. & Eng. Chem. 25:402 
(Apr.), 1933. 


pre- 
uits 
t in 

eri- 

2 

oth 

not 

the 
was 
inst 

no 

ime 

al 

ty 

ry 

dd 

e 

t 
n 


CHILD HYGIENE 
SCHOOL HEALTH PROGRAM FOR THE VIRGIN ISLANDS 
OF THE UNITED STATES* 


SALLY Lucas Jean, F.A.P.H.A. (Life Member) 
New York, 


NDER the able administration of 

Governor Paul M. Pearson, an 
efficient health department has been de- 
veloped in the Virgin Islands. Dr. R. 
B. Stafford, the Director of Health, a 
member of the American Public Health 
Association, had had many years of ex- 
perience in health department activities 
in this country before going to the 
Islands. 

The population of about 22,000 is 
more than 80 per cent negro; the white 
group being chiefly of Dutch, English, 
Danish, or French origin. English 
is the language generally spoken. 
Twelve thousand of these people live 
on the island of St. Croix, while 500 
are on St. John, and the remainder on 
St. Thomas from where governmental 
affairs are carried on. 

Hospitals were established under the 
Danish administration before the 
United States purchased the Islands 
from them in 1917, and since then have 
been well administered by our navy, as 
well as by the civil government ap- 
pointed in 1931. American and 
European trained doctors are in charge 
of the hospitals, each of which has 
established training schools where 
native girls furnish service under 
American graduate nurses. A_ leper 
hospital with about 80 inmates is under 


* At the request of Governor Paul Pearson, the 
writer spent some weeks during January and February 
in the Virgin Islands assisting the health and educa- 
tional authorities in the development of their school 
health program 


the able direction of Dr. James I. 
Knott who serves not only as_ the 
director of health fot one of the gen- 
eral hospitals, but is in charge of cer- 
tain local public health activities. 

It is thought that the brilliant sun. 
shine probably accounts somewhat for 
the low record of communicable diseases 
prevalent, but the availability of medi- 
cal, surgical, dental, and nursing serv- 
ices with organized welfare activities 
and a highly developed public health 
department, tells its own story. Few 
places in the world furnish as adequate 
health services as are available to the 
people of the Virgin Islands. 

The school population of 4,000 have 
a health and dental examination yearly, 
and free dental as well as surgical and 
medical service are obtainable by them 
all. Elementary, junior, and _ senior 
high schools are well established and 
little pressure is required to secure 
regular attendance as the people desire 
education for their children. The 
teaching staff are largely native, super 
vised by white men and women trained 
in the United States. The educational 
standard for teachers is rapidly rising 
under the progressive and sane leader- 
ship of George Ivens, Director ol 
Education. 

To ascertain how the school children 
lived, many homes were visited with 
Miss Lucy Gillette, the Commissioner 
of Welfare, who has faithfully and 
wisely served the people for many years 
as a public health nurse under the 
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American Red Cross before being ap- 
pointed in 1931 to her present post. 
h time was spent in schoolrooms 
in talking with teachers, as well as 
conferences with educational and 
th officials. It was evident that 
necessary factors of a school 
h program existed; indeed, more 
are usually found in_ school 
iems of our highly organized states, 
ut it was possible to suggest ways and 
means by which these could be coérdi- 
;ated and so serve more fully the needs 
he children. Practical steps were 
indicated for the improvement of 
| health environment and teaching. 
(he receptive attitude of the authori- 
ies leads me to believe that we may, 
at some not too distant day, find an 
ideal school health program functioning 
in these schools. 
(hough economic conditions are not 
good, the people seem very well 
irished. Rice, fish, bananas, and 
sugar cane are their chief diet, but this 


is now being enriched due to the 
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encouragement which the government 
is offering whereby the people can grow 
and consume more vegetables. Fresh 
water is scarce because of the coral 
formation of the Islands, and the rain 
water is carefully husbanded in cisterns, 
but lack of water does not prevent the 
people appearing clean as to body and 
clothes. The sea is available to all and 
a definite effort is being made to 
encourage bathing in the sea regularly. 

The beautiful bodily carriage no- 
ticeable on all of the islands can 
probably be attributed somewhat to the 
custom of carrying water on their 
heads, as well as other heavy burdens. 

They are dignified people, courteous 
and polite, and have great pride in the 
magnificent natural beauty of their 
islands with deep green tropical growth 
covering the high hills. 

The sapphire and emerald waters 
breaking on the coral strands made 
famous in poetry and song, are all here, 
with quiet, peaceful people proud of 
their citizenship in the U. S. A. 


CHILD HEALTH IN MINING CAMP AND VILLAGE 


© April, 1932, the Save the Children 
Fund of America requested Dr. Iva 
M. Miller “to make a survey of the 
situation as regards children’s health in 
Harlan County, Ky., one of the most 
populous of the Southern Appalachian 
coal mining counties, where unemploy- 
ment has rendered a difficult hygienic 
and sanitary situation even more diffi- 
cult. To study the problem of chil- 
dren’s health meant that a general 
survey of the whole community’s health 
and environment should be made.” 
beginning with reports of the Bureau 
of the Census and the State Board of 
lealth, and aided by the various 

ysicians in the county and by city and 

inty officials, educators, missionaries, 
pastors, business men, the State Health 
Olficer and his colleagues, and the 


Harlan County Save the Children Fund 
Committee, with Rev. C. E. Vogel, 
pastor of the Harlan Church, as Chair- 
man, she proceeded to study Harlan 
County. 


Among the significant facts discovered was 
this hint of the development of Harlan’s coal 
mining activities, as seen in the growth of 
the county’s population: 


Population 
6,197 
9,838 

10,566 
31,546 
64,557 


Census 
1890 
1900 
1910 
1920 
1930 


The increase of 198 per cent in population 
between 1910 and 1920 is an index of the 


—inflation of the coal industry during the 
World War. Some of the horde of new 
miners came from outside, but many came 
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from neighboring mountain counties. Dur- 
ing the next 10 years the population more 
than doubled again, partly due to incoming 
migration, but also in considerable degree to 
the high birth rate, which in 1931 was re- 
duced to a few points above that of the 
state of Kentucky as a whole. 

The rapid increase of population greatly 
complicated the problems of sanitation and 
health, When a community thus greatly 
enlarged was stricken by a decline in the 
prosperity of the coal industry, throwing 
thousands of men out of work, and neces- 
sarily making the living conditions of their 
families worse, the results were disastrous. 
The preponderance of mine employees in 
the county is shown by the population dis- 
tribution in 1930, which is given as, urban 
6,596, farm 4,623, and rural non-farm, mostly 
miners and their families in small camps, 
52,968. 

In every community, it is possible to ob- 
tain a few relevant facts which are indices 
of the health of the community. Among 
these is the rate of infant mortality. If this 
is higher than that of an adjacent community 
or state, one or more of the several facts 
may bear part of the responsibility; either 
the drinking water is unsafe, sewage dis- 
posal is unsatisfactory, grade A milk is not 
available, or the child’s food is not being 
selected, prepared, or administered according 
to the best ideas of hygiene and sanitation. 

The water supply of the city of Harlan 
was found to be excellent, but that of the 
rest of the county more or less questionable; 
mostly wells and springs and, except in a 
few mining camps, uncontrolled. The county, 
like many another in the United States, dis- 
charges its sewage in the natural streams, 
all of which are therefore more or less 
polluted. Two large mining towns have mod- 
ern plants; but many others are not so 


happy. 


On the positive side the County 
Medical Society, with 50 members, was 
found to be a strong influence for 
health. 

The physicians of the county are unusually 
well trained, and some are especially skilled 
in surgery. Their monthly meetings are well 
attended, and the programs presented are of 
a type which few county societies in America 
can surpass in quality. 


Dr. Miller’s report and recommenda- 
tions—considerably more searching and 
voluminous than these few hints indi- 


cate—seemed to win the full approval 
of the State Board of Health and the 
Save the Children Fund. 


Realizing that bad health in the majority 
of cases results not from accident but from 
negligence or lack of knowledge how to use 
the means we have for good health, the 
Save the Children Fund decided to place 
a Child Health Demonstration in Harlan 
County, and asked Dr. Miller to serve as its 
Director. Florence Dunkelberger was engaged 
as Public Health Nurse, and W. S. Johnson as 
Sanitary Inspector—both experienced workers 
in Kentucky. 

The work was begun in August, 1932. 
Outside of the city of Harlan, 8 child health 
centers for demonstration work were opened 
—in churches at Evarts, Cumberland, Black 
Mountain, Benito, Wallins Creek, Alva, Loyall, 
and Sunshine. Around these centers, com- 
mittees of local women under Miss Dunkel- 
berger’s direction made contact with most 
of the mothers in the community and took 
a census of the children under six years of 
age. 

Periodically every 4 to 6 weeks these 
centers are opened for conferences to examine 
children and to instruct the mothers. Just 
prior to the conference, a post card is mailed 
to each mother, suggesting that she bring 
Johnny and Mary and Susan and perhaps 
Ann to the church on the appointed day. 
And when 50 or 75 mothers show up, with 
from 1 to 3 or 4 children apiece, it means a 
busy day for the staff, even when, as in sev- 
eral cases, local physicians have generously 
aided the Director in giving the health 
examinations. 

Attitudes as well as numbers make con- 
ference days difficult. The greatest stumbling 
block to progress is fear—fear not primarily 
in the mind of the child, but in the mind of 
the parent, from whom it is communicated 
to the child. The babies who have barely 
reached the point of elementary thinking have 
imbibed this traditional fear of doctors, and 
evidently suspect that the examination is 
going to be some sort of fearful ordeal. The 
result is that many of them yell, squirm and 
kick like mule colts, and doctor and nurse 
get pretty well pommeled before the seance 
is over. 


As an indication of the unfavorable 
conditions which were found among the 
first 400 children examined, all of pre- 
school age, it may be mentioned that 


. 93 per cent of them needed immuniza- 
tion against smallpox, 90 per cent needed such 
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on against diphtheria, 84 per cent 
od liver oil, 68 per cent were receiv- 
than their necessary quota of milk, 
cent needed treatment for worms, not 
tion several other items. 
those requiring cod liver oil—not a 
for tubercular cases only, but a 
food for a child from birth until 
vears of age, save during the summer 
can take sun baths—we gave to such 
as were unable to purchase it, sample 
o last until our supply should arrive. 
days ago two tins of 5 gallons each 
Harlan as a gift for use among our 
A generous druggist is having it 
for us and will aid in distributing it 
those who can come to Harlan. 
mothers are instructed as to the health 
id habits of the children, and those 
ers having physical defects are re- 
o their family physicians for correc- 
\s soon as all physical corrections: are 
ind the diet and health habits ad- 
o that they have no health liabilities, 
ilth assets, these boys and girls whom 
ve examined are written off as Blue 
children. They do not come to the 
nees again save to be checked up be- 
ing reported. In this way we eliminate 
When all become Blue Ribboners, 
rk will be completed—or rather, it 
be, save that new births will extend it 
longer. 
that the mothers are learning the 
of our work, they are responding more 
to the calls. Some bring boys and 
ll along in their teens and beg to have 
examined. 
thought on which we are hammering, 
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and which, if we put it over, will be one of 
the best effects of our work, is that of the 
value of the careful, unhurried examination 
made by the public health doctor when the 
child is apparently well, in contrast to the 
panicky, hurried and difficult examination of 
a child who has shown warning signs of illness 
for days and perhaps weeks. 

Milk is a commodity which cannot be ob- 
tained in sufficient quantities in Harlan 
County. In 1920 the county had no dairies 
at all. This year there were 24, owning some 
500 cows, while 3,500 more cows are privately 
owned. But still the milk supply is far 
below what is needed. There are 12,000 
children under 6 years of age in the county 
and 23,000 under 21, that is, still in the 
growing period. To supply adults with their 
needed 1 pint a day and each child with 1 
quart would require some 50,000 quarts—and 
the supply is fully 30,000 quarts short of 
that. 

It is therefore planned to introduce milk 
goats into the mountain regions to supply 
families where there are small children. It 
is planned to loan one or more goats toa 
family until the members are financially able 
to take them as their own. A good milk 
goat should produce 1 gallon per day. Goat 
milk is rich in iron and some salts not found 
in cow’s milk, and the cost of keeping a goat 
is very little, even in winter. It is hoped 
that a goat farm may soon be started at one 
of the settlement in the mountains 
where goats will be bred to supply the needs 
in several counties 


Iva M. Miller. Mountain Life and 
Work, Jan., 1933, p. 5. 


hools 
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Behavior Aspects of Nursing 
Education—Behavior is a hard topic 
to discuss because everybody feels able 

express expert opinion on it. We 

pt data coming from the fields of 
istry, bacteriology, engineering, 
we do not like it when the be- 
oristic sciences of psychology, 
psychiatry and sociology try to make 
ee ourselves as we really are. The 


» send printed matter or other material relat- 
iblic health nursing to Eva F. MacDougall, 
House Annex, Indianapolis, Ind. 


reason for this is that for hundreds of 
years the activities of human beings 
were ascribed to body, mind, and soul. 
Clergy and teacher took care of every- 
thing above the eyebrows, and activities 
originating there were called conduct. 
The doctor took care of everything be- 
low the eyebrows. Wundt, a German 
in the 19th century, first tried to apply 
scientific methods of approach in a 
study of human behavior. Now while 
conduct is a matter about which we 
pass laws and give advice, behavior is 
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a matter which implies only a casual 
interest in a human being’s actions. 
Yet there must be a wealth of important 
facts behind various charges in the 
courts preferred against boys and girls 
under 16 years of age. 

Psychology and ‘psychiatry merge 
into each other because we are always 
dealing with varying degrees of ab- 
normality. It is because we recognize 
in the neurotic, the insane, the feeble- 
minded and the delinquent so many of 
our own characteristics, that we feel so 
free to judge them and prescribe all 
sorts of advice for their welfare. “ As 
a rule it is far easier to get over a new 
and unwelcome idea to a factory hand 
with a mental age of ten years than to 
put across a similar concept to a person 
who has practised a profession for 
years.” 

Most so-called educated people think 
gross irrationality is the only symptom 
of poor mental health, when the mental 
states that really do the most damage 
are “mental attitudes of rigidity in 
thinking, and of impulsive abandonment 
to emotional undercurrents of jealousy 
and egotism so often rationalized by the 
espousal of half-baked theories of 
omniscience.” 

Psychiatry has all the characteristics 
of an overgrown adolescent. The first 
school of psychiatry damned every- 
body because of his ancestors. That 
is now outgrown. The second school 
was that of focal infection, which 
thought that all nerves, irritability, 
tantrums and rage were due to terrible 
poisons in the large gut, which could 
be removed by colonic irrigations. The 
third school is that of endocrinology. 
We know little about the glands of in- 
ternal secretion but we talk a great deal 
about them. The last school is 
psychoanalysis. All these schools con- 
tain important truths, but the danger 
is for each to regard its trend of think- 
ing the one and only way of life. 

Nursing schools in their striving to 


be academic must not take over what 
progressive education is fast discarding, 
One great teacher-writer speaks of the 
overestimation of the function of books 
in the development of intelligence, say- 
ing, “A genuinely integrated learning 
and discipline cannot be attained with- 
out an integrated relationship of teacher 
and pupil.” 

We accept the principle of individual 
differences in courses in psychology, 
physics, and biology, but fail to act 
upon it in our human relationships. 
Much medical and nursing energy is 
expended trying to make fat people 
lean or lean people fat, when a 
thousand experts on every phase of 
growth and development in White 
House Conference Committees refused 
even to express an opinion as to what 
constitutes a state of nutrition. The 
mental health of an individual depends 
on his biology and temperament as 
much as on his intellect, yet education 
has attempted to _ standardize _ its 
products by evaluating _ intellectual 
ability alone. 

Interest is increasing in the material 
taken into nursing schools. Raising 
educational standards does not entirely 
solve the problem. Usually the candi- 
date’s history and credentials give only 
an estimate of intellectual performance; 
personality and make-up are important, 
also. Personal interviews are perhaps 
most satisfactory in the right hands. 
The period of probation needs to be 
elastic in its expansion of doubtful 
material. 

All Class A nursing schools recognize 
the necessity for practice and theory in 
psychiatry. Let the nurses study text- 
books in psychology and psychiatry, 
but who has ever seen texts that deal 
with the really practical aspects of 
mental hygiene as they affect everyday 
living, such as jealousy and . self-pity 
and difficulty in taking criticism, which 
give us all so much trouble in the 
management of ourselves and others? 
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re are matters too, that deal with 

taste and manners and _ plain, 
on sense, but they are hygienic, 
rtheless. 

(he nursing school curriculum is 
cradually paying more attention to 
practice and theory in the field of public 
health. This phase of preventive 
medicine has been considered post- 
eraduate material, but because it deals 
with factors underlying poor physical, 
mental, and social health, it logically 
belongs in the undergraduate curricu- 
lum. Medical student and pupil nurse 
need to go with social science into the 
homes and schools to see conditions of 
living and education; to see how 
parents struggle for a livelihood and 
children get their start. 

Social science today is far ahead of 
public health in its grasp of the prob- 
lems of human relationships. Public 
health has doctors and nurses who see 
only the physical aspects of poor health, 
and only the problem of relief in social 
science, while they completely ignore 


the fundamental principles of social 
case work, which are so closely related 


to eugenics, social and 


progressive education. 


psychology, 


Is it lack of interest, or professional inertia 
makes it possible for public health to 
ignore the preventive side of a branch of poor 
health whose victims fill more beds in public 
| private hospitals in this country than all 
ical and surgical cases together? Al- 
gh it is ethics for the nurse to go no 
ter than the doctor in professional vision, 
I believe that the public health nurse 
i great chance in her daily work to drive 
to public health medicine a larger con- 

t of health than it has today. 


behavioristically intelligent nurs- 
ing school faculty is just as important 
as selection of student material and 
construction of curriculum. Colleges 
and universities think it is the business 
of students to look out for themselves 
so they shy away from personnel de- 

irtments which industry and big busi- 
ness have found practical. In_ the 
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larger nursing schools the educational 
director can serve as personnel director 
if she does not have too many students, 
but she needs to know the individual 
student nurse from the moment of her 
entrance to the day of her departure. 

Beneath the failures and breakage of the 
world one invariably finds a long story of 
poor emotional balance—discrepancy between 
ambitions and capacities, a floundering with 
appetites and urges and personal conscious- 
ness of inadequacies. 

Yes, the greatest value of any educa- 
tional discipline is the training of the 
emotional life of an individual—Esther 
Loring Richards, Behavior Aspects of 
Nursing Education, Bellevue Quarterly, 
Mar., 1933. 


Miss Wald and Henry Street 
Settlement Have Birthdays—March 
10 marked the 40th anniversary of the 
founding of Henry Street Settlement 
and the 66th birthday of its founder, 
Lillian D. Wald. On this occasion Miss 
Wald received at her country home in 
Westport, Conn., telegrams of con- 
gratulation from Governor Lehman of 
New York, and from President and 
Mrs. Roosevelt. 

The first ‘“‘ Nurses’ Settlement,” later 
known as Henry Street Settlement, was 
founded in 1893 by Miss Wald and a 
coworker, both graduates of the New 
York Hospital Nursing School. These 
nurses, in relating their work to the 
social, economic, and industrial con- 
ditions that affected their patients’ 
lives, gave an impetus to the develop- 
ment of visiting nursing. The Henry 
Street Visiting Nursing Service has 
served as a model for communities 
throughout the country. Last year its 
nurses made approximately 600,000 
visits to 100,000 patients in New York. 

Miss Wald lives at the Settlement at 
265 Henry Street, New York, and is 
head worker and Head Resident. 

The Settlement conducts clubs for boys and 
well as for mothers and fathers of 


girls as 
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the neighborhood; classes in arts and crafts, 
pottery, dancing, English, citizenship, home- 
making, first aid; clinics for the mothers and 
babies, the boys and girls; a music school in 
which courses are given in all phases of 
musical study; a theatre and dramatic work- 
shop; social events for the young people; and 
in the summer time, camps for the boys and 
girls, a daily play school, and day outings 
for the mothers and children of the neighbor- 
hood. 


The administrative headquarters of 
Henry Street Visiting Nurse Service 
where Miss Wald maintains an office, 
is at 99 Park Avenue in a fine building 
constructed under Miss Wald’s leader- 
ship and presented to the Service by 
Mrs. Jacob H. Schiff in memory of her 
husband. Mr. and Mrs. Schiff were 
devoted friends of Miss Wald and took 
active personal interest in the Settle- 
ment from its earliest beginnings. Over 
the fireplace at 99 Park Avenue is this 
inscription: 

This building is given in memory of Jacob 
Henry Schiff by Theresa, his wife, and is 
dedicated to the cause of public health nurs- 
ing, which he long fostered, for love of 
progressive education, civic righteousness and 
merciful ministration. 


Nursing training and service as 
carried on in the hospitals in the ’90’s 
were divorced from the families in which 
their patients came. Miss Wald and 
her nurses gave nursing a new status by 
going out into the homes and, by giv- 
ing hourly service, paid for by the 
family when possible, brought private 
nursing within the reach of those with 
small means or no means at all. The 
nurses responded to calls from the 
people themselves and from social 
agencies, but gave no treatment except 
under the supervision of a physician. 
Leaders in the medical profession sup- 
ported this change of basis in nursing 
service, but it was fought vigorously by 
quacks. There has always been a huge 
field for this service since it has been 
found that 90 per cent of sickness is 
cared for in homes. 
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From the beginning of her nursing 
career Miss Wald was an insurgent and 
innovator in the care of the sick, the 
oldest of woman’s functions. She was 
the first president of the National Or- 
ganization for Public Health Nursing 
when it was founded in 1912. She was 
one of the prime movers in getting a 
generous endowment which made pos- 
sible the Nursing Education Depart- 
ment of Teachers College, Columbia 
University. She brought the idea of 
school nursing from London in 190? 
and offered the services of one of her 
nursing staff to give a demonstration 
among school children in New York 
City. After a month of the demonstra- 
tion the city made an appropriation for 
the first public school nurses in the 
world. Now every English speaking 
country and many others have adopted 
school nursing. She made the first sug- 
gestions and moves which led to the 
formation of the Town and Country 
Nursing Service developed by the 
American National Red Cross in 1912. 
She initiated the idea of the Children’s 
Bureau in Washington established by 
act of Congress in 1912. 

It is difficult to measure the contribu- 
tion Miss Wald has made to social wel- 
fare in this country and the world. An 
editorial entitled “ Henry Street” in a 
New York newspaper referring to her 
says, 

One has but to substitute her name for its 
English equivalent to make Wordsworth’s lines 
offer suitable tribute to her on this her 
birthday: 


“ One impulse from a vernal wood 
May teach you more of man 
Of moral evil and of good, 
Than all the sages can.” 
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EDUCATION AND PUBLICITY 


tion Picture Memoranda—- 
| memoranda of sources for se- 
pictures, information as to new 
res, and use of pictures. Supplied 
cial Work Publicity Council, 130 
22d St., New York. 
‘lotion Pictures—Sources for se- 
by loan, rental or purchase.” 
3 cents. Not a list of individual 
es or producers, but of free or 
ensive source lists, and new pic- 
nformation sources. Pictures for 
tainment or education in clubs, 
s, institutions, etc. Makes ac- 
le the wide field of 16mm _ pic- 


Health Motion Pictures.” 
nts. Source lists and national 
th agencies supplying _ pictures. 
Jementary to memorandum above. 
\mateur Movies.” 5 pp. 6 cents. 

where and how to make useful 
exceptionally valuable instrument 
the presentation of the health de- 


2 pp. 


tment, the health association, as well 


ersonal and community health. 
' a project for high schools and 


of Amateur Movies.” 2 pp. 
‘s. Examples of pictures made on 
th and social work. 
» readers of the Journal outside of 
ida and United States: copies of 
e memoranda will be sent free 
ut enclosure of postage. 


Publicity First Aid for Nursing 


The Public Information Kit. 
for publicity chairmen of 


Ups 
oned 


e, district and alumnae associations, 


ranged in a fiber portfolio, compact 
easily accessible, and contains a 


ise address questions, samples of printed mat- 
ism of anything which appears herein, etc., to 
G. Routzahn, 130 East 22d St., New York, N. Y. 


table of contents, making it easy to put 
one’s hand on the items wanted at the 
moment. Concrete illustrations of all 
the points made are listed. The 
“do’s” and don’ts” of good radio 
speeches are given with mimeographed 
illustrations of what points a good radio 
speech should contain, and warnings 
of the difficulties of getting the 
“ diabolic’s ” safely through the micro- 
phone. 


Concrete advice as to _ physical 
make-up of a publicity release is given, 
as well as guidance in the actual con- 
tent, and suggestions as to photo- 
graphs and a method of keeping them. 
There are “fifty-seven varieties of 
public health nursing news” items 
listed which can be lifted bodily from 
the kit, and the locale and names of 
the board, etc., changed and used in 
any part of the country. In addition 
to this digest which can be elaborated 
on (happily for the publicity secretary 
who may be in need of ideas) several 
pages devoted to the preparation of 
feature articles, show how local color 
may be added to a news item to make 
it a good feature—Stella A. Koenig, 
Henry Street Nursing Service. Ameri- 
can Nurses’ Assn., 450 7th Ave., New 
York. $1.50. We wonder whether it 
would not have been better to perforate 
the various sheets and _ publications. 
Some of the users might then have put 
the contents into a loose-leaf binder. 
We expect to do this to illustrate the 
possibility when the Kit is shown at 
Education and Publicity Headquarters 
in Indianapolis. . We would like to hear 
of other such kits offered by national or 
State groups. 


Explaining Emergency Diets — 
The explanation of emergency diets 


“49 
5 3] 
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seems to offer an opportunity for simple 
dietary instruction. Criticism of 
emergency dietaries by food faddists 
and the uninformed may be blunted by 
careful explanations of the foods al- 
lotted or suggested. Why certain items 
are useful, and others are not, may be 
stated in strictly non-technical language 
with a minimum of scientific informa- 
tion. 

It seems important to make clear 
that we are dealing only with 
emergency conditions. There is danger 
in such a statement as that “no 
family needs to be undernourished today 
even if reduced to the weekly food 
order provided by the emergency relief 
funds.” This was the lead sentence of 
a news release widely distributed in one 
State. 

Dieticians and health agencies might 
well make clear that the adequacy of 
the relief diet depends upon the com- 
munity. The specialists are merely 
helping to make the most of a bad 
situation. 


Some Instruments of Public In- 
formation—Do you secure interest 
through variety in methods? Do you 
overlook desirable methods in carrying 
out a particular project? As an aid 
to affirmative answers to those ques- 
tions we give a check-list to be cut out 
or copied for evervday use. Please 
suggest additions to this list. 


1. Newspapers—News (general or depart- 
mental), letters to the editor or “ Voice of 
the People,” official statements or proclama- 
tions, editorials, picture page or rotogravure, 
feature stories, Saturday or Sunday magazine 
articles, advertisements. 

2. Special local publications — Weekly, 
monthly or occasional publications issued by 
religious, club, business, school, or fraternal 
organizations, or addressed to a neighborhood 
or other special audience. These are called 
house organs, bulletins, magazines, news 
letters, and so on. 

Articles in above. Publication of one of 
your own. 

3. Publicity by mail or direct distribution— 


oF PusLic HEALTH 


Letters, enclosures with letters and packages, 
annual reports, reports of studies, posters and 
bulletin board posters, leaflets and folders, 
booklets and pamphlets, postal cards or Post 
cards, announcements, invitations, etc. 

4. Speaking—Talks at clubs, schools, in. 
dustrial plants, etc., emergency mass meetings, 
annual meetings, board meetings, anniversary 
dinners, conferences, classes, invited groups at 
homes or clubs. 

Radio programs. 

Possibilities in all the above: Questions 
and answers, dialogues, plays, etc., etc. 

5. Graphic and dramatic methods—Sight. 
seeing tours or visiting days, exhibits, window 
displays, contests, talking pictures, silent 
pictures (including amateur pictures), slides, 
plays, pageants, parades, demonstrations oj 
methods. 

6. Intensive campaigns— Money raising 
campaign; special educational day, week or 
montn. 

7. Personal contact—Personal calls, house- 
to-house canvass, telephone calls. 


“On the Air ”—A booklet bearing 
this title has been issued by the Medi- 
cal Information Bureau of New York 
Academy of Medicine, 2 East 103d 
Street, New York. It seems to be of 
such practical value that we give it here 
in full. Copies in booklet form free 
from Dr. Iago Galdston, above address. 


The radio talk stands in a category by 
itself. The radio speaker is faced with a 
number of conditions which he does not meet 
in his other talks. His radio audience is 
vast but unseen. He can draw no inspira- 
tion from the sympathetic eyes of his hearers 
The average radio studio even robs one of 
the companionship of one’s own voice, for 
the room is soundproof, all echoes are 
deadened, and one’s voice sounds muffled. 

The radio speaker’s audience is mixed. He 
addresses the young and the old, the rich 
and the poor, the educated and the illiterate. 

These special conditions make necessary 4 
special technic in the composition and de- 
livery of the radio talk. 

To begin with, the radio health talk should 
be written out in full and never delivered 
from notes or extemporaneously. 

Make sure that your manuscript is clearly 
written and that its pages are arranged in 
proper order. Before broadcasting, read and 
re-read your paper. While radio papers must 
be written out, they should not be read over 
the radio; they should be spoken. It is 
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7 re desirable to indicate by signs of 
own composition where special 
sis of tone and voice need be given to 
is written. Such signs will help in 
ve rendition. They act like the mark- 
n a music score. 

Be brief in your paper, as a whole, and in 

ce and paragraph structure. 

simple language. Avoid technical and 
terms, or, if obliged to employ them, be 
to define them. 

Do not try to cover too much ground in 

idio talk. Be content with but one 
if need be, so long as you succeed in 
ng that one point clear. 

Summarize your talk at the end—but not 

the form of a deliberate summary. Some 

have tuned in on the middle of your 
and may wish to know what you said 
beginning. 

Be very careful of what you say. Remem- 
that your talk goes into the homes of 
en and is listened to by mixed company. 

The radio audience is squeamish, touchy, and 

:y, and is hemmed in by many taboos. 
It is readily repelled by detailed descriptions 

patholegic conditions and by gory pictures. 
Many scenes which are commonplace to the 
medical man are repulsive to the layman. The 
scientist in his enthusiasm for modern aseptic 

rgery, will say, “ Not even the heart and 
rain are considered too sacred to be for- 
bidden the exploration of the surgeon’s 
knife.” The lay person, when hearing this, is 
not as much impressed with the marvels of 
modern aseptic surgery, as he is repelled by 
the picture of the surgeon’s knife exploring 
the brain or the heart. 

\void, if you can, in the composition of 
your papers, direct reference to excreta, to 
bloody discharges, etc. If you must dwell 

n them, use such expressions as will not 
olfend the radio audience. 

\void time-consuming preliminaries in your 

h. Don’t tell your audience what a 
nderful thing radio is (they know it), or 
how nervous you are, or how grateful you 

e to Station XYZ for this marvelous oppor- 
tunity, ete., ete. Greet your audience and 
lunge right in. 

rhe informal tone of a conversational style 
mposition is very effective over the radio. 

Tell a tale, if you can. The radio audience 
more interested in Mr. Jones around the 
ner who had a little growth on the lip 
hich Dr. Smith advised him to have re- 
ved, which was removed in the Henry 

Street Hospital, and which was found to be 
eveloping cancer, removal of which at an 
ly date is a triumph of surgery, than it 

n the plain fact that new growths on one’s 


lips are dangerous. Of course, all names 
should be fictitious, especially those of the 
doctor. 

The radio audience is the news-reading 
public. Hang your tale, if you can, onto 
some current event with a health slant. Make 
your talks seasonal, or give a season value to 
your talks. 

The first five sentences of the radio talk 
should be so written as to bait the listener 
and compel him to attend to the rest. Select 
your topics carefully, with a mind to the 
heterogeneity of your audience. Let your 
titles be provocative of curiosity and 
interest. 

Speak your paper softly, clearly, slowly. 
Be especially careful not to swallow your last 
syllables. 

Time your self beforehand, so that you 
need not hurry your cadence, nor leave the 
last few paragraphs of your talk unsaid. 

You may talk standing or sitting. Most 
radio talks are better delivered while 
standing. 

Be sure that the announcer has your 
“topic” properly presented in his introduc- 
tion. Use only one title with your name. 


Another Health Education Insti- 
tute—A second time, so it is planned, 
a Public Health Education Institute 
will be held in connection with the 
Annual Meeting of the A.P.H.A. 

Who will attend an Institute at 
Indianapolis in October? Where will 
they come from? What kinds of health 
work are they doing? Such informa- 
tion will help to confirm the idea and 
aid in the planning. If you would like 
to attend please drop a postal card to 
the A.P.H.A. Formal registration will 
come later. 


Teaching of Health—Do you con- 
duct classes, conferences, discussion 
groups, talks or lectures, or other forms 
of consecutive presentation of any 
phase of personal or community health 
to groups of children, young people or 
adults? 

The Public Health Education Section 
and this department of the Journal 
would like to hear from health depart- 
ments or associations, state or local, 
which carry any of the above in scout 


EDUCATION AND PUBLICITY 527 


526 AMERICAN JOURNAL OF PuBLIC HEALTH 


troops, clubs of young people or adults, 
in a Y.M.C.A. or Y.W.C.A., recreation 
center, in offices or factories, or else- 
where. 

Especially would we like to know of 
such efforts in reaching those not 
already organized in groups. Please 
tell how you find them and get them 
together in group form for consecutive 
presentation of personal or community 
health. 

Also, do any other public or private 
agencies in your state present health in 
a series of sessions to organized or 
unorganized groups? 


Geography of the Health Educa- 
tion Institute—The following had one 
or more representatives in the Public 
Health Education Institute, October, 
1933: 

Towns and cities, 54; states and provinces, 
28; the latter grouped as follows: province, 
1; states east and north, 12; D.C., 1; south, 
9; west of the Mississippi, 5. 

On the list by states the first figure is 
the number of cities represented; the 
second is the number of individuals: 

Ontario, 2-2; Alabama, 1-1; Arkansas, 1-1; 
Connecticut, 2-4; D.C., 1-8; Georgia, 2-2; 
Illinois, 2-8; Indiana, 1-1; Iowa, 1-2; Ken- 
tucky, 3-3; Louisiana, 1-1; Maryland, 2-4; 
Massachusetts, 5-9; Michigan, 4-7; Missis- 
sippi, 2-3; New Jersey, 4-4; New York City 
and Brooklyn, 11; New York State, 7-9; 
North Carolina, 1-1; North Dakota, 1-1; 
Ohio, 2-3; Oklahoma, 1-1; Pennsylvania, 5-9; 
Rhode Island, 1-1; Tennessee, 2-5; Texas, 
1-1; West Virginia, 2-3; Wisconsin, 1-1; 
Virginia, 1-1. 


“The County Fair Is Next 
Week ”—“ Where can we get an 
exhibit?’ “Send us an idea for our 
exhibit?” Before long these and 
similar questions will reach state and 
national health agencies. 

Now is the time to start planning for 
the county or state fair. And a well 
planned exhibit is more important this 
year than ever before. 

Will national agencies and state de- 


partments and associations now remind 
their constituents that requests for 
ideas and information are due several 
months before the fair dates? 


Health Education in Boston— 
Ruth I. Parsons and C. E. Turner made 
a study of the school and out of school 
health education during the school 
year of 1931-1932, which is reported in 
New England Journal of Medicine, § 
The Fenway, Boston. Jan. 5, Jan. 12, 
Jan. 19, 1933. 25 cents each issue. 

The aims of this survey have been 
threefold: 


1. To determine what agencies are carrying 
on Health Education in the city. 

2. To determine the quantity, quality and 
adequacy of the work which each is doing. 

3. To suggest ways of strengthening the 
present program of Health Education. 


This study was made by the Health 
Education Research Laboratory of 
M.I.T. at the request of the Boston 
Health League. It offers a detailed 
picture of health education activities by 
governmental and voluntary agencies, 
including “ organizations whose field is 
broader than the city of Boston but 
which contribute directly to health 
education in the city.” 

It is recommended “ that the Health 
Education Committee of the Boston 
Health League should function as a 
Health Education Council.” 

A reprint of the three articles from 
Boston Health League, 43 Tremont St., 
Boston, Mass. Send 5 cents to cover 
postage. 


MEETING DEPRESSION 
“ A Half Century’s Health Progress,’ 
in Crusader, Wisconsin Anti-Tubercu- 
losis Assn., Milwaukee. Dec., 1932. 
Conditions in 1882 and 1932 con- 
trasted. This illustrates possi- 
bility of emphasizing health progress 
and the importance of present-day 
health services. 
“The School Superintendent and 
the Health of Children in the De- 


| 


and 
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pression,’ by Dr. Thomas D. Wood, 
Joint Committee on Health Problems. 
The title might be changed to “ The 
unity and the Health of the 
School Child in the Depression.” 
National Education Assn., 1201 16th 
St., Washington, D. C. Samples free; 
low rates for quantities. 

Selected mortality- figures for 1914 
and 1932 appear on cover page of 
Health Bulletin, North Carolina State 
Board of Health. March, 1933. Part 
of the editorial application follows: 


You want to remember that the better 

rd of 1932 is not an accident. It is the 

( of persistent, intelligent, scientific 

efforts. Any lapse in vigilance may mean the 

of typhoid fever in every community 

r next year. But public health protec- 

like police and fire protection, costs 

money. Are you willing to make the 

financial sacrifice necessary for your 
safety ? 


Here are some figures being quoted 
in New York State: The school dis- 
trict expenditure dollar in New York 
State, 1931, included the following: 
health, 1 cent; sanitation, 4.5 cents; 
recreation, 1 cent; highways, 14.5 
cents; education, 37.5 cents. This 
according to Bureau of Municipal 
Information, Albany. 

\ strong plea to halt budget cuts, 

m Birmingham’s Health, Birming- 
ham, Ala. Dec., 1932: 


1932-33: 5 white nurses, to serve distress 
| educate in health, an area greater than 
overeign State of Rhode Island—two 
tary inspectors, to police a county 50 
long and 30 wide, and in addition to 
juarantine over every case of communi- 
disease therein—2 food inspectors, to 
every food store, jobber and distributor, 
restaurant, every alley hot dog stand 
Fourth City of the South—one quar- 
officer to quarantine every case of dis- 
in that city of 300,000, and to do it 
n an hour or so after its reporting— 
why continue? Citizens of Birming- 
re proud of their Department of Health; 
ent that it is so adequate that never 
can pestilence threaten! 
lore than any other phase of the business 
, & great depression strains all the facili- 


ties of a department of health. More calls for 
nurses—tremendous increase in the demand 
for laboratory service—a thousand problems 
for inspectors—the increasing watchfulness 
necessary of the unscrupulous anxious to cut 
corners at the price of the public’s health—all 
these and many other demands arise in a con- 
tinuous crisis in which the department of 
health is expected to act promptly and de- 
cisively. In grave danger is that city whose 
health forces meet that crisis with full half 
their resources gone! 


There is an opening now for exhibits 
in popular teaching. Displays might 
be worked out to teach wise food buy- 
ing for the average family, as well as 
displays showing the reasons for the 
food combinations recommended for 
inadequate relief budgets. Also dis- 
plays showing how to make relief food 
diets as palatable as possible, are well 
worth while. 

Such displays may be arranged at 
neighborhood centers of various types. 
Staff members need give time only to 
stimulating the idea. The displays 
may well be carried out by volunteers, 
with a dietician or home economist as 
consultant. The possibility of enlist- 
ing students in home economics is 
illustrated by “A Demonstration of 
Wise Buying,’ by Heywood and 
Potter, in Journal of Home Economics, 
Baltimore, Md. March, 1933. 30 
cents. The plans outlined could be 
adapted to other cities. Probably some 
of the suggestions could be applied to 
relief diet displays. When such dis- 
plays are presented to non-relief groups 


their emergency nature should be 
emphasized. 
“Community Programs for Sub- 


sistence Gardens,” by J. C. Colcord, is 
due for publication by Russell Sage 
Foundation, 130 East 22d St., New 
York. Intended to guide local relief 
groups. Deals with “ First Steps In 
Setting Up a Garden Program,” “ Main 
Problems of Organization,” ‘“ Working 
Conditions and Supervision,” etc. It 
does not deal with strictly horticultural 
problems. 


n 
id 

th 


528 AMERICAN JOURNAL OF PuBLIC HEALTH 


NEW OR DIFFERENT 

National Health Review, Dept. of 
Pensions and National Health, Ottawa, 
Ontario. A new quarterly, substituted 
for former monthly bulletin. A new 
editorial policy calls for one leading 
article an issue, news from the prov- 
inces, and classified ‘“ Abstracts of 
Current Public Health Literature.” 

New Mexico Health Officer, Santa 
Fe, N. M., has changed from monthly 
to quarterly issues; increased number 
of pages; added colored paper covers. 

Child Health, Oregon Tuberculosis 
Assn., Portland, Ore., will continue as 
a bi-monthly. 

Erie County Echo, Health Educa- 
tion Service, Buffalo Tuberculosis 
Assn., 708 Ellicott St., Buffalo, N. Y. 
“Health Teaching Suggestions for 
Teachers.” Mimeographed. Sample, 
3 cents. 

Canadian Health, published quarterly 
by Canadian Social Hygiene Council, 
105 Bond St., Toronto. 50 cents a 
year. “ Devoted to the promotion of 
personal and community health.” 

The Health Officers’ World, Inter- 
national Society of Medical Health 
Officers, 505 West Cherry St., Mil- 
waukee. Quarterly. $7.00 a year. 

A semi-monthly Vews Bulletin, Ohio 
State Dept. of Health, Columbus. To 
supply news copy for use by health 
commissioners of the state. 

News-Week, 1270 7th Ave., New 
York. More or less like Time. To be 
added to some mailing lists. 


TRAINING 
A social hygiene study course ap- 
pearing in Public Health Nursing, 450 
7th Ave., New York (starting with 
July, 1932, issue), is available as 8 


reprints at 10 cents each. Intended for 
group discussion or individual study. 

A “Study Program in Publicity for 
Board and Committee Members,” ap- 
pearing in Public Health Nursing, 
starting with Sept., 1932, issue, is 
available as reprints at 10 cents each. 
Already issued: “Outline for Analysis 
of Past Year’s Publicity”; “ Interpre- 
tation: Why, What, Who”; “ News- 
paper Publicity”; “ Feature Stories 
and Special Column Material”; “ Pub- 
lic Speaking”; “ Use of the Radio”; 
“Exhibits.” The series will total 9 
sections. 

Both of the above courses should be 
useful beyond the nursing field. 


DATES AHEAD 

May 14, 1933—Mothers’ Day. Ad- 
dress: Maternity Center Assn., 1 East 
57th St., New York, for plans and 
materials. 

REPORTING 

“Investing In Health” is a review 
of the activities and services of the 
Welfare Division of Metropolitan Life 
Insurance Company, New York. In- 
cludes 8 diagrams of death rates, 
1911-1932. Free. 

“ Palama’s 1932 A Great Year” is 
Philip S. Platt’s annual report for 
Palama Settlement, Honolulu. It is a 
4-page, letter size folder, with display, 
pictures, “What Our Work Cost,” 
significant statistics, “ Extra Divi- 
dends” through “varied _ services 
rendered the community by Palama 
staff workers outside the routine of 
their work,” and a first page letter 
addressed to “ the multitude of Palama 
Settlement’s friends who receive this 
report.” By using old cuts, but one, 
the 5,000 copies cost 4 cents apiece. 


ast 
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Report of the Water Resources 
Commission of Maryland to the 
General Assembly of Maryland. 
A report to the General Assembly of 

Maryland by the Water Resources 

Commission of that state, setting forth 

recommendations as to the _ policy, 

gislation and methods of financing for 
the preservation of the water supply 
resources of the State of Maryland is 
noteworthy in many respects. The 
Commission was charged with the duty 


le 


reviewing the underground and sur- 
water resources and of formu- 
‘ a plan for the preservation, allocation, 
rol and regulation of such water supply 
rees for the maximum public benefit, 
and use. 


[he Commission fulfilled its duty. 
In spite of the very complete, compre- 
hensive mass of related data collected, 
the summary is reduced to a little more 
than | page and the single recommenda- 
tion to 1 sentence. However, the 
brevity of the recommendation does not 
detract from its importance. This 
Commission recommends the creation 
of a permanent water resources com- 

ission for the state with general 
powers to formulate 

a water conservation policy, to con- 

rol the priority, purpose, period, place and 

ntity of use of water, and to provide 

continuity of stream gauging and for the 
rvision of dams. 


One of the most important compila- 
tions of information in the report is 
that showing the water resources con- 
trol in all of the states. Briefly it sum- 

irizes statements of pertinent legisla- 
tive authority. Maryland is shown t 
have no body controlling water and 


water structures and development and 


nservation. With this knowledge the 


suggestion of this Commission has much 
greater importance. In this day it is 
of interest to note that because of col- 
laboration between’ existing state 
officers, this Commission was able to 
turn back almost half its appropriation 
of $5,000. ArTHUR P. MILLER 


Report of the Medical Research 
Council for the Year 1931-1932— 
London: His Majesty’s Stationery 
Office, 1933. Price, 2s net. 

This report is full of interesting in- 
formation on almost every medical 
subject. The research work of the 
Council is reported under 7 heads, and 
being in the nature of a summary, does 
not lend itself readily to review. 

We note with regret the opinion that 
the common belief that the Manson- 
Ross discovery had rid the world of 
malaria has had a bad effect in checking 
the development of research work. 
Although 40 years have elapsed, the 
indication is that there are more cases 
of malaria today than formerly, and 
the financial loss due to the disease is 
incalculable. The world uses approxi- 
mately £2,500,000 worth of quinine 
annually, of which more than £450,000 
worth is consumed within the British 
Empire. It is estimated that 47 million 
cases of malaria could be effectively 
treated with the amount of quinine pur- 
chased in the world. Studies are 
constantly being made on the new 
synthetic compounds for the treatment 
of malaria. 

The work on dog distemper has been 
closed because its object has been 
achieved. The incidence of distemper 
among 650 inoculated animals has been 
only 1.4 per cent, with 0.3 per cent 
of deaths, against practically 100 per 
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cent formerly, with a death rate running 
from 50 to 75 per cent. The money for 
this work was supplied by the Field 
Fund, of which some $75,000 was con- 
tributed by the United States. 

Maternal mortality continues to be a 
problem, and excellent steps have been 
taken to study the disease and bring it 
under control. Vitamins also continue 
to attract much attention, as do virus 
diseases, bacteriophages, etc. Owing 
to new methods, the tubercle bacillus is 
yielding its chemical secrets. 

Nutrition receives the due amount of 
study and the relation of dental disease 
to diet is still under competent investi- 
gation. Indeed, as before said, there is 
scarcely any subject of interest to the 
medical profession to which reference 
is not found, and this includes preven- 
tion as well as treatment, both medical 
and surgical. 

The grant-in-aid fund by Parliament 
for the period of the report was £139,- 
000—£9,000 less than for the preceding 
year. 

The report is valuable also on account 
of the references given, many articles 
having been already published in 
various journals. 

Mazyck P. RAVENEL 


100,000,000 Guinea Pigs: Dangers 
in Everyday Foods, Drugs, and 
Cosmetics—By Arthur Kallet and 
F. J. Schlink, Consumers’ Research, 
Inc. New York: Vanguard Press, 
1932. 312 pp. Price, $2.00. 

Fact and fancy run riot in this 
“hard-hitting book by two technical 
experts,” as it is called in the blurb on 
the cover. Much of the hard-hitting 
seems unfortunately to be below the 
belt, and the technical qualifications of 
the writers, who are stated to be en- 
gineers, seem to be more pronounced in 
the art of sensationalism than in the 
sciences of chemistry, biology, medicine, 
and public health. 

The impression created by this book 


is that all fruits and vegetables are 
dosed with arsenic and lead, and all 
dried fruits with sulphur dioxide, that 
all bakery products and meats are 
bleached or preserved with dangerous 
chemicals, that most milk comes from 
tuberculous cattle, that all food and 
drug manufacturers are mercenary and 
dishonest, that all advertising agencies 
are unethical if they are not liars, that 
the Federal Food and Drug Administra. 
tion is incompetent, and the law under 
which it operates is ineffective. This is 
a conservative statement of some of the 
immoderate charges with which the 
book is replete. 

Mixed with these many intemperate 
and exaggerated assertions is some 
really valuable material on certain 
arrant quackeries. The chapters on 
cosmetics, on prescriptions and poison, 
and on fakes and frauds generally, are 
sound and sensible, although charac- 
teristically rabid. Many of the data 
are taken from the Journal of the 
American Medical Association, the ad- 
vertising pages of which are, neverthe- 
less, caustically criticised for their 
alleged inconsistencies and impurities. 

The Federal Food and Drugs Act 
may be full of defects as the authors 
declare, but the remedies they so 
blandly propose are likewise neither 
practical nor constitutional. Among 
their weird suggestions is that the en- 
forcement of an improved food and 
drugs act be transferred to a new 
Department of Public Health and 
Education, because “ production and 
financial interests ”’ dominate the pres- 
ent administration and also the Publi 
Health Service. 

Such a charge is fatuous, as anyon 
with the brains of three real guinea pigs 
who has dealt with these agencies and 
worked with them will appreciate. Th 
constantly recurring strictures in th 
book on the motives of the Feder 
Food and Drug Administration and th 
innuendoes regarding the efficiency a! 
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iesty of its officials are grossly 

and unwarranted. 

Like much of the material that 
emanates from Consumers Research, 
Inc., this book is interesting, enter- 

jing, and somewhat instructive, but 
extremely unreliable. It represents a 
vast amount of research, much of which 
could have been utilized to better ad- 
vantage. It presents some valuable 
facts which may help to jar the public 

of its customary complacent atti- 
tude toward quacks and charlatans, but 
too many of the data are fantastically 
exploited and erroneously interpreted. 
Probably for that reason the book is 
ilready more or less of a best seller. 
Sanitarians may enjoy reading it, pro- 
vided they do so with an open mind. 
James A. ToBey 


Health Stories, Book One—By Anna 
B. Towse and William S. Gray. 
Chicago: Scott, Foresman and Co., 
1933. 144 pp. Price, $.60. 

What with the mauling teachers are 
receiving in many quarters, this is, first 
{ all, a cheerful looking book. That is 
something very important these days. 
lhe 97 pictures are the more attractive 
through the generous use of colors. 
(here are birds, dogs, ducks, and 
lowers which the children love and 
pictures also of occasional vegetables 
which they do not always like so much. 
Even the child stamping through the 
iin on page 50 is smiling under his 
mbrella. These pictures have a lilt 
bout them which is in keeping with 
the cheerful presentation of the subject 
matter. 

This book is a supplementary reader 
lus, and is intended for first grade 


children. It is part of the Curriculum 


Foundation Series. The 489 words 
omprising the vocabulary used have 
en screened in accordance with a 
ard-stick called the Elson Basic 
Primer. The authors have tied together 
pecialized vocabulary and specialized 


skills, both simple, and both attractive. 
There is no confusion of ideas, nor has 
any effort been made to present too 
many of them at the risk of bulging the 
child’s head. The subject matter used is 
nicely arranged to fall within reach of 
the first grader’s understanding, appre- 
ciation, and practice. 

If the present scheme of things de- 
mands more work of teachers at less 
pay, then at least teaching instruments 
should be kept sharp. The material in 
this book is so organized as to facilitate 
its use. There are five units—each one 
on how to do something; keep clean, 
care for yourself, grow strong and 
healthy, keep well, and keep out of 
danger. Once it is placed in their 
hands, I suspect many children will 
request the privilege of taking the book 
home to show father and mother. 

W. W. PETER 


The Fine Art of Living—By Daniel 
S. Sager, M.D. Philadelphia: Dor- 
rance, 1932, 215 pp. Price, $2.00. 
This book is written in simple, 

popular style for the average lay 
reader. It treats of the general subject 
of Personal Hygiene in a simple and 
elementary manner. Twenty-one of the 
35 chapters are devoted to various 
phases of the nutrition problem in- 
cluding brief mention of vitamins and 
the place of such foods as eggs, meat, 
fruit, nuts, cereals, vegetables, sugar, 
and milk in the diet. Other chapters 
deal with breathing, bathing, outdoor 
life, the nature of disease, indigestion, 
constipation, appendicitis, and long 
life. Several chapters are one or two 
pages in length and the average 
chapter length is about six pages. 

The book is without illustrations. It 
contains no new information for the 
professional worker. It does not pre- 
scribe drugs although it suggests home 
remedies and hygienic procedures for 
such conditions as constipation, ap- 
pendicitis, and overweight. Individuals 
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would doubtless differ with the author 
on minor points but the book in general 
presents commonly accepted facts of 
hygiene in a simple and readable 
manner. C. E. TURNER 


Popular Science Talks—Philadel phia 
College of Pharmacy and Science, 
1932. 319 pp. Price, $1.00. 

For several years this Philadelphia 
institution has collected in one volume 
the popular science essays given by the 
college faculty during the preceding 
season. Although health topics form 
but a small part of the many fields ex- 
plored, many of the other subjects are 
closely related, like physiology and 
chemistry. The sanitarian will find 
much of practical value in many and 
much of interest in all of the disserta- 
tions. 

Judging from the current number, a 
library of the complete 8 volumes would 
give the health worker a_ readily 
utilizable source of material for prepara- 
tions in the many fields of learning in 
which he is supposed to have ideas. 
Only a veritable walking encyclopedia 
of science could pass judgment upon 
the validity of such a diverse collection 
of treatises. But one can testify to their 
readableness and interest. 

R. S. PATTERSON 


Microscopic Slide Precipitation 
Tests for the Diagnosis and 
Exclusion of Syphilis—-By B. S. 
Kline. Baltimore: Williams & 
Wilkins, 1932. 99 pp. Price, $2.50. 
The technical procedures are very 

adequately presented. Care has been 

exercised to provide detailed directions 
which will be welcomed by those wish- 
ing to obtain results entirely com- 
parable to those of the author. The 
means for securing uniformity of the 
physical state of the diluted antigen is 
of particular interest. 

Some of the tabulations might have 
been improved had _ sufficient blood 
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been collected in all instances to permit 
the entire series of tests to be made with 
each specimen. 

In addition to the microscopic slide 
test, a method for a macroscopic pro- 
cedure is described in which the precipi- 
tate collects in the form of a globular 
mass thus permitting the results to be 
very easily determined. The use of the 
centrifuge to hasten the reaction is a 
distinct contribution. 

The conclusions drawn the 
comparison of the complement-fixation 
and precipitation tests performed with 
the same antigen are open to question 
since the type of antigen which may 
furnish optimum results with one of 
these forms of technic may be entirely 
unsuitable for the other. 

RutH GILBERT 


Correction of Defective Speech—A 
Complete Manual of Psycho- 
Physiological Technique for the 
Treatment and Correction of the 
Defects of Speech—By E. B. Twit- 
meyer, Ph.D., and Y. S. Nathanson, 
PAD. Philadelphia: _Blakiston, 
1932. 413 pp. Price, $3.50. 

The authors present a “ technique for 
the correction of all types of speech 
mutilations” without making any 
claims in defense of a specific theory. 
Nevertheless they find a “common 
factor” which is present in most of 
their cases: “a disturbance of the 
normal rhythm of breathing, not only of 
the costal and diaphragmatic  ex- 
cursions, but also as these, in turn, are 
synchronized with the modulating ad- 
justments, of the peripheral organs of 
speech.” They emphasize: (a) cor- 
rect breathing exercises, (b) correct 
kinaesthetic imagery (oral positions), 
(c) combinations of (a) and (b) in 
speech output. The corrective material 
is arranged so that “no new sound 
appears in the exercises until the teach- 
ing and learning of the previous sound 
has been acquired.” There are distinct 
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caps in the evaluation of personality 
functions and of the total situation in 
which certain disorders of speech arise. 

No attempt has been made to 
classify speech defects or to describe 
what constitutes a specific disorder of 
speech. The etiological topics (Deaf- 
ness, Amentia, Brain Injury, Anatomi- 
cal Anomalies of the Organs of Speech, 
Negativism—* pathological stubborn- 
ness’) are dismissed with bare descrip- 
tive references. 

fhe greater part of the book is com- 
posed of carefully selected exercises 
which are directed toward body coérdi- 
nation, breathing, vocalization, and in- 
cludes corrective material for the 
peripheral organs of speech, articula- 
tion and integrated speech. An 
addendum contains suggestions for 
the treatment of “imitatory acts” by 
means of a scoring system which is 
kept by the patient. Here also the 
personality factors and total situation 
are minimized in the attempt to lift 
the act into the field of “ volitional 
performance.” 

The book is essentially a manual of 
defective speech training and as such 
can be recommended for its suggestions 
as to technic and its excellent collection 
and arrangement of corrective material. 

Jacos H. Conn 


Poliomyelitis—Survey by The Inter- 
national Committee for the Study 
of Infantile Paralysis. Baltimore: 
Willams & Wilkins, 1932. 562 pp. 
Price, $6.00. 
rhe International Committee for the 

Study of Infantile Paralysis organized 

by Jeremiah Milbank has summarized 

the available knowledge and the results 
of its own investigations in book form. 

(he organization of the material has 

been performed excellently so that the 

subject matter presents the disease as a 

whole. It is divided into chapters con- 

cerned with the history, etiology, re- 
stance and immunity, symptom- 


atology, treatment, pathology, and 
epidemiology, each of which is extremely 
well written. There are an extensive 
well-keyed bibliography and a detailed 
index. Poliomyelitis is really sum- 
marized in this work which is highly 
recommended. Epwin O. JorDAN 


Nutrition Service in the Field— 
Child Health Centers: A Survey 
—Report IC of the Committee on 
Medical Care for Children of the 
White House Conference on Child 
Health and Protection. New York: 
Century, 1932. 196 pp. Price, 
$2.00. 
Two reports on Child Health and 

Protection are included in this volume. 
The first section of the book presents 
the findings and recommendations of 
the Sub-committee on Nutrition, of 
which Lucy H. Gillett was chairman. 
The place, qualifications, and training 
of the nutritionist in the field of child 
health are defined clearly. Her services 
are summarized under the following 
heads: (1) Promotion and _ general 
educational work in the community. 
(2) Organization and executive work. 
(3) Instruction, supervision, and con- 
sultation—interpreting scientific facts. 
(4) Direct service—advisory service 
for individuals and families in connec- 
tion with nutrition and budget prob- 
lems. (5) Research—planning and 
conducting research in the field. Ex- 
amples of outstanding nutrition services 
in national, state, and local communities 
are described, and a section is given to 
nutrition work in hospitals and dental 
infirmaries. 

The second part of the book is de- 
voted to the report of the Sub-committee 
on Health Centers, which was pre- 
sented to the Conference by Dr. J. H. 
Mason Knox. It is replete with in- 
teresting information based upon an 
extensive study of child health centers 
throughout the United States and its 


possessions. 
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The report defines a health center 
as “a place where infants and children 
are examined and parents or guardians 
given such advice as will promote and 
protect the health of their children. 
The service in a typical center is pre- 
ventive and does not include the 
treatment of disease.”” The geographi- 
cal distribution of 1,511 health centers 
with the source of support is given in 
tabular form. The nature and scope 
of the centers are indicated. 

An excellent summary with recom- 
mendations is included. The appendix 
contains a copy of the questionnaire, 
an analysis of the centers receiving 
white and negro children, and health 
centers in Hawaii, Porto Rico, Alaska, 
and the Philippines. RicHarp A. 


Endocrine Medicine— By William 
Engelbach, M.D. Foreword by 
Lewellys F. Barker. Three volumes 
and an index volume. Springfield, 
Iil.: Thomas, 1932. Price, $35.00. 
This treatise comprises the results of 

Dr. Engelbach’s observations during 

his life as a teacher and investigator. 

While a great deal is naturally the 

result of the investigations and clinical 

findings of a host of others, yet he has 
so woven his own observations in with 
these, that as a result, we have the 
most instructive system of  endo- 
crinology published in recent years. 

Certainly nothing of its magnitude has 

been attempted since Endocrinology 

and Metabolism, by Barker, Mosen- 

thal, and Hoskins, appeared in 1922. 
In Volume I, the author discusses 

briefly the history of this branch of 

internal medicine, followed at con- 
siderable length by the organology and 
the physiology of the endocrine system. 

Following this come etiology, diagnostic 

procedures, and the relationship of 

endocrinology to general medicine and 
the several specialties. Lastly, there is 

a discussion of the relationship of 

endocrine disorders to public health. 
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In writing of the relationship of endo- 
crinology to general medicine, it is 
pointed out that there are few of the 
various systems in the body that are 
not affected in some way by this 
system of glands. 

While the treatment of the public 
health aspects of endocrinology is all 
too brief, the point is made most 
emphatically that much can be done by 
everyone in the several branches of 
medicine, especially by the general prac- 
titioner, to prevent the economic waste 
and human sorrow due to endocrine 
disturbances. At a very conservative 
estimate, the condition of 782,000 of 
the 10,000,000 defective children in the 
United States is due directly to endo- 
crinisms, and to a certain extent, these 
disorders play a part in other forms of 
defectiveness. From this standpoint 
the appalling cost of this condition to 
the taxpayer is emphasized. 

In few instances in works of this 
kind, outside of books devoted to psy- 
chiatry and child guidance, does one 
find such a frank recognition by the 
author of the bearing of endocrine 
imbalance upon the social reaction of 
the child. This brings in its wake the 
many problems of maladjustment, in- 
corrigibility, crime, and other types of 
social ills. Special emphasis is here 
placed upon the need for more care- 
ful prenatal and postnatal care from 
the endocrinological aspect so that these 
defects may not all be transmitted to 
succeeding generations. 

Volumes II and III are devoted to 
the consideration of the clinical aspects 
of endocrine dyscrasias in the infant, 
the child, the adolescent, and the adult 
respectively. Here the author makes 
free use of numerous pictures, tables, 
charts, and case histories to clarify the 
subject matter of the text. Of special 
interest are the excellent anthropometr! 
tables which the author has worked out 
for the tabulation of growth abnormali- 
ties. 
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it would seem that the subject has 
been treated in quite a voluminous 
manner. Such, however, is not the case. 
\ doubt much more could be written 
ich would be helpful, yet the exposi- 

n of the subject is excellent. 
Certainly no recent work upon the 
ject of endocrinology has given the 
edical profession such a complete 
review as has this work. Free use is 
ide of experimental physiology to 
help clarify this most complicated sub- 
t. For this reason, it should appeal 
the clinician as well as to the worker 
pure science. While the discoveries 
the future may modify or change 


certain concepts, yet the attitude of the 


uthor is that of one trying to base 
his opinions upon facts proven in the 
iboratory, instead of indulging in 
hypothetical conjecture. 

If any criticism is to be offered, it 


would seem that too little attention has 


een given to the subject of the 
prarenal and its diseases, especially 
view of the recent work done upon 
is gland. 

The physical make-up of these 
‘umes is excellent, the printing easily 
sible, and the illustrations profuse 
d adequately illustrative of the 


various endocrinopathies. 


Epcar D. BASKETT 


International Health Year-Book, 
1930, Vol. VI—League of Nations, 
Geneva, 1932. Available in the 
United States only through the 
World Peace Foundation, 40 Mount 
Vernon Street, Boston, Mass. 1100 
pp. Price, $6.00. 
rhis sound and thorough report upon 


the status of the world’s health during 
the year 1930 presents a record of out- 
standing value for the use of reference 


ibraries and for statistical and ad- 
\inistrative departments of public 


health agencies and organizations. The 


tatistical section gives data for each 
ountry on population, births, mor- 


tality, causes of death, infant mor- 
tality, and special information which 
may be available in individual coun- 
tries reflecting health status in some 
particular field. A second section of the 
report for each country describes the 
campaign against those acute and 
chronic diseases which are receiving 
most attention from public health 
authorities in the country in question. 

Each country reports also upon its 
activities in the field of social medicine 
and public health, presenting a descrip- 
tion of activities of special interest in 
relation to such topics as Maternity and 
Infancy, Health Conferences, Training 
of Personnel, Demonstrations, Sanita- 
tion, School Health Health Education, 
and Industrial Hygiene. Some coun- 
tries report upon hospital, sanitary, and 
other activities in the field of curative 
medicine. All report upon _ public 
health legislation and the budget. The 
tables are well organized and systema- 
tized. The factual material is carefully 
selected, and clearly stated. 

The countries covered in the report 
are Australia, Belgium, Bulgaria, 
Chinese Republic, Czechoslovakia, Den- 
mark, Egypt, Estonia, Finland, 
France (including French Colonies), 
Germany, Greece, Hungary, Irish Free 
State, Italian Colonies, Japan, Latvia, 
Lithuania, Mexico, The Netherlands, 
New Zealand, Norway, Poland, Spain, 
Sweden, Switzerland, Turkish Republic, 
Union of Soviet Socialist Republics, 
United Kingdom (England and Wales, 
Scotland, Northern Ireland), United 
States of North America, Yugoslavia. 

C. E. TURNER 


Cancer Then and Now—New York 
City Cancer Committee, 1932. 80 
pp. Price, $1.00. 

An interesting and informative pic- 
torial exhibit on cancer was prepared 
in 1931 by the energetic New York City 
Cancer Committee. The material, 
consisting of charts and photographs 
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depicting the development of our 
knowledge of cancer, has been as- 
sembled in this attractively printed 
pamphlet. Each chart has _ been 
supplemented with a brief essay on 
some aspect of cancer control, prepared 
by an authority in the particular field. 
While less complete than recent popular 
texts on cancer, this excellent pam- 
phlet will prove to be invaluable to any 
person concerned with the prevention 
and cure of malignant diseases, and it 
will be of general interest to health 
educators. James A. ToBey 


Your Hearing: How to Preserve 
and Aid It—By Wendell C. Phillips, 
M.D., and Hugh Grant Rowell, M.D. 
New York: Appleton, 1933. 232 pp. 
Price, $2.00. 

This is an excellent book, informative 
and instructive to the deaf, to phy- 
sicians, especially those in school work, 
to the social worker, the psychologist, 
and the layman in general. The style 
is never stilted nor confusing; the 
presentation of the various problems is 
scholarly and could well be imitated in 
treatises of a strictly medical nature. 

There is given a view of the wide 
extent of deafness, estimated at 
3,000,000 school children and 17,000,- 
000 adults. Full discussion follows of 
the causes of deaf-mutism and the 
usual degrees of deafness. The hear- 
ing apparatus, its anatomy and func- 
tions are illustrated and explained. A 
very complete description of methods 
for testing hearing, especially the 
various forms of electrical audiometers, 
is given, with an explanation of their 
use and value in different cases. Next 
is a discussion of the types and classi- 
fications of deafness, and an honest 
statement of the ability and limitations 
of the physician in treatment is given. 
Then comes an important chapter on 
the care of one’s own ears with advice, 
and warning of the dangers of self- 
treatment. Of particular interest are 
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the pages on the dangers of bathing, 
diving, polluted waters, colds, and 
contagious diseases. 

In the chapter on education of the 
hard of hearing, special stress is laid on 
the concept that they are to be regarded 
as mentally normal, and, for psycho- 
logical and pedagogical reasons and 
results, should be educated not alone, 
but with other children. 

Good description and history of lip- 
reading, its applications and _ values, 
gives an insight into this method of 
approach. Particularly important is a 
full discussion of possible resultant 
mental abnormalities, their recognition 
and adjustment by proper and ex- 
perienced employment agencies, and 
modern programs of conservation of 
hearing. Of interest and value to the 
industrial worker are the chapters on 
the hazards in the metal, textile, trans- 
port, and building industries, regula- 
tions against hazards, and lists of 
favorable trades for the deaf. A 
chapter deals also with the problems of 
home and marriage. Especially in- 
structive are chapters on the mechanical 
and electrical apparatuses that may aid 
the deaf, which give tests to safeguard 
the purchaser against improper choice, 
and warn against the quackery of play- 
ing on the hopes and ignorance of the 
deaf. Jerome MEYERS 


Hookworm Infection By Clayton 
Lane, M.D. London: Oxford Uni- 
versity Press, 1932. 319 pp. Price, 
$6.25. 

This work is a monument to one who 
has done extensive personal investiga- 
tion in a peculiar field of medical 
science. The author is to be com- 
mended for his distinctness and clear- 
ness of expression. The homely com- 
parisons vividly deliver pointed facts 
to the reader. The chapter on diagnosis 
is particularly comprehensive, of prac- 
tical value to the clinician and records 
much personal research. The author's 
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investigational records may well stand 
as a guide to the scientific control of 
tests and technic. The contents of the 
entire volume should be familiar to 
every hygienist, and the chapter on 
prevention should be made known to 
landlords, mine operators, property 
owners, renters, landworkers, agricul- 

ists, and all others responsible for 
the proper disposal of feces, and the 
tenets prescribed be rigidly enforced. 

While the author lists and describes 
infection in man occurring by mouth, it 
is peculiar that in the chapter on pre- 
vention he does not discuss the means 
of guarding against this. To the re- 
viewer there are two outstanding 
sources of such oral infection—that of 
the clay eater, and that of the consump- 
tion of raw vegetables and soil con- 
taminated raw fruits—both of which 
may become infectious by night soil, 
natural privies, or dissemination from 
other unsatisfactory privies. 

lhe book carries an extensive bib- 
liography; and its contents are well 
grouped under distinctive headings and 
sub-topic headings. 

M. PInson NEAL 


How to Budget Health—By Evans 
Clark. New York: Harper, 1933. 
328 pp. Price, $4.00. 

Here is the specific proposal toward 
which the accumulating volumes of 
research have been pushing us. Evans 
Clark with the practical urge of the 
lwentieth Century Fund behind him 
has summarized and interpreted the 
reports of the Committee on the Costs 
of Medical Care, and then pictured the 
ipplication of the major recommenda- 
tions in terms of persons and services 
and dollars. 

In the 15 chapters and helpful ap- 
pendices the author has concentrated 
n abundance of sound sociology and 
economics. Of course he does not pro- 

se a health budget, and he uses the 
term “ guild ” in a way that varies from 


the connotation of the ancient profes- 
sional and trade guilds of Europe, but 
he does create a trustworthy back- 
ground of fact, quoted largely from the 
publications of the Committee on the 
Costs of Medical Care, and then he 
leads the reader through the common 
experience of haphazard payment, and 
uncertainty of quality of medical care 
today, to look with some hope and 
ambition toward a _ better medical 
responsibility and a more reliable basis 
of payment by patients. 

Evans Clark proposes the creation of 
groups of physicians associated for 
service through the facilities of a hos- 
pital of the community used in common 
by them, to offer to groups of potential 
patients of the local population all 
necessary medical treatment and diag- 
nosis for preventive care as well, at an 
agreed annual or monthly fee on the 
basis of voluntary insurance without the 
intervention of government dominance 
or of commercial exploitation. 

Between no other covers can one find 
in so small a compass so useful and 
stimulating a proposal, certain to be 
pondered seriously by both doctor and 
patient, that is, by all of us. 

HAVEN EMERSON 


Books for Tired Eyes—(2d ed.) 
Compiled by Charlotte Matson. 
Chicago: American Library Assocta- 
tion, 1931. 59 pp. Price, $.50. 

This brief volume presents a listing 
of books printed in 14-point type, got 
up especially for those who find smaller 
type fatiguing. The list includes topics 
under the following headings: Fiction; 
Biography; Travel, Adventure and 
Out-of-Doors; Literature; History; 
Books of General Interest; Books for 
Young People. Also included is the 
Clear Type Series—books printed in 
24-point type which are in general use 
in sight-saving classes, where only the 
most legible of type can be utilized. 

IsopEL JANOWICH 
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WITH ANNOTATIONS 


High Calcium, High Vitamin 
Diet—“ The average American dietary 
is poor in calcium content. ; 
Without milk or cheese in the diet it is 
difficult to obtain the needed calcium 
through food alone. Utilization of 
calcium is ineffectual, even with a suf- 
ficient calcium intake, unless’ the 
factors that control the absorption of 
calcium are also adequate.” 

Bernuermm, A. R. Calcium Need and 
Calcium Utilization. J.A-M.A. 100, 13:1001 
(Apr. 1), 1933. 


Colds Lead Them All—A country- 
wide sample of 8,000 odd families 
surveyed for a year gave a sickness rate 
of 850 per 1,000. Many important 
findings are recorded in this valuable 
research which confirms in the main the 
more limited sampling of the Hagers- 
town studies. 

S. D. 
Families, Based on 
Canvasses 1928-1931. 
12:283 (Mar. 24), 1933. 


Causes of Illness in 9,000 
Nation-wide Periodic 
Pub. Health Rep. 48, 


Bran as a Source of Fibrous 
Roughage—A good word is said for 
the laxative value of bran by one who 
was numbered among the doubters. 
Except in cases of ulcerated or highly 
irritable colon, the authors feel now that 
bran is indicated in constipation. In 
many cases a diet high in green and 
fibrous vegetables is not sufficient. 

Cowcmt, G. R. and Sutuivay, A. J. 
Further Studies on the Use of Wheat Bran 
as a Laxative. J.A.M.A. 100, 11:795 (Mar. 
18), 1933. 


Group Medical Services Grow— 
This month the Welkin rings with dis- 
cussions of social medicine. This paper 
is a valuable contribution as a record 
of successful ventures in group hos- 
pitalization and medical practice. 


Davis, M. M. Organized Action in Medical 
Care. Survey Graphic 22, 4:207 (Apr.), 
1933. 


The Hague’s Refuse Disposal— 
How the streets are kept clean in that 
country we think of as the acme 
of cleanliness is interestingly told. 
Slovenly American communities will 
think it an unattainable counsel of 
perfection. 


Decroot, V. Street Sanitation in Holland 
Municipal San. 4, 3:86 (Mar.), 1933. 


The Decline and Fall of Diph- 
theria—The record of deaths from 
diphtheria in England from 1881 to 
1931 is presented, together with case 
reports, for the edification of those who 
may care to compare experience here 
and there. They will derive comfort 
from the comparisons. 

Forses, J. G. A Survey of Diphtheria in 
England and Wales. J. State Med. 41, 3:131 
(Mar.), 1933. 


Potency of Toxoid Varies— 
Apparently all diphtheria toxoid is not 
equally potent. The author found one 
product distinctly inferior to four others 
in a comparative test. This is a subject 
into which health officials would do well 
to inquire. 

GREENGARD, J. The Effectiveness of Com 
mercial Diphtheria Toxoid in Active Im- 
munization of Infants. J.A.M.A. 100, 11:795 
(Mar. 18), 1933. 


Air in Home and School—The 
author tells in minute detail how he 
keeps his residence at a temperature ol 
62° to 64° F., adding radiant heat to 
rooms only when, and as, occupied. 
Over a 10-year period the sickness 
record of his large family living under 
these conditions has been good. An 
interesting contrast between factors in 
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the adequate ventilation of home and 


school is presented. 

vHurst, E. R. Air-Conditioning With 
Relition to Comfort, Health and Efficiency. 
| lust. Hyg. 15, 2:98 (Mar.), 1933. 


Eating for Healthy Teeth— 
\nother summary of the réle of diet in 
preventing decay of the teeth; a story 
which cannot be too often retold as 
long as the “clean tooth” fallacy re- 
turns to haunt its guilty perpetrators. 

ws, D. C. Diet and Decay of Teeth. 
\ J. Nurs. 33, 3:203 (Mar.), 1933. 


Smallpox—Old Style—What hemor- 
rhagic smallpox can do when it pops up 
in an unvaccinated community is told 

this symposium on a recent Canadian 
outbreak with 56 recorded cases and 17 


deaths—a fatality rate of 30 per cent. 

McIntosu, J. W., et al. The Vancouver 
Outbreak of Hemorrhagic Smallpox. Canad. 
I Health J. 24, 3:105 (Mar.), 1933. 


The Insidious Menace (?) of Pub- 
lic Health to Private Medicine— 
lhe Sage of Baltimore takes a pot-shot 
at the recommendations of the Com- 
mittee on Costs of Medical Care in true 
Menckenian fashion with gratuitous 
vibes at the reprehensible proclivities of 
health workers who offer demoralizing 
social services to all and sundry. 
Whether you are infuriated or amused, 
you will find the article good for the 


What’s Going On in the 
(Mar.), 1933. 


MENCKEN, H. L. 
Id. Am. Mercury 28, 3 


When Crude Death Rates Lie— 
\ man dies of influenzal pneumonia; 
autopsy a very early cancer of the 
dney is found; this death will be 
corded as being caused by 
incer.” “If diabetes is mentioned, 

even as a secondary cause ‘ 
iabetes will get the credit.” These 
e two reasons why statistics do not 
ean what they seem to mean. 


Miiier, J. R. Do Official Death Rates for 
ibetes, Cancer and the Puerperal State 


Accurately Reflect Present Conditions? New 
Eng. J. Med. 208, 9:490 (Mar. 2), 1933. 


Tuberculosis Prevention Sur- 
veyed—tThis is a general review of the 
modern developments in tuberculosis 
control presented to a university group 
in readily understood words, though it 
could hardly be designated a popular 
summary. 

Myers, J. A. Recent Developments in Our 
Knowledge of Tuberculosis. Am. Rev. 
Tuberc. 27, 2:121 (Feb.), 1933. 


When Do Children Grow?— 
Maximum increase in weight occurs in 
the fall, less in the winter and least in 
the spring. -During 8th and 9th years 
boys grow a little faster than girls, but 
in the 10th year girls put on speed until 
the 14th when boys again forge ahead. 


Other worth-while - observations are 
recorded. 
Parmer, C. E. Seasonal Variation of 


Average Growth in Weight of Elementary 
School Chiidren. Pub. Health Rep. 48, 9:211 
(Mar. 3), 1933. 


Preventable Causes of Maternal 
Deaths—This article on what’s wrong 
with maternal hygiene administration 
has some far reaching implications. 
For instance, “ It is an incontrovertible 
fact that certain discoverable func- 
tional defects render a woman unfit for 
pregnancy or delivery. . . . To 
know the danger and to refuse to pro- 
tect her from it is to practise, not en- 
lightened medicine, but ancient or 
medieval philosophy, on the altars of 
which every year certain women are 
sacrificed.”” The paper is reprinted in 
the current issue of the Medical Officer, 
49, 10 (Mar.), 1933. 

Rock, J. Maternal Mortality. 
monhealth (Mass.) 19, 4:171 
1932. 


The Com- 
(Oct.-Dec.), 


A Savage Rejoinder to Pasteuri- 
zation Opponents—“ There is nothing 
in any of these experiments to indicate 
that any unknown substance is de- 
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stroyed by pasteurization. ll the 
results (such as they are) are explain- 
able on a diminution of calcium and 
phosphorus fed to experimental 
animals whose need of these substances 
is much greater than man. They offer 
no evidence which can be applied to 
man.” The remainder of the paper 
discussing the practical bearing of 
pasteurization upon child nutrition 


appears in the succeeding issue. 

Savace, W. G. The Effect of Pasteuriza- 
tion Upon the Nutritive Properties of Milk. 
Lancet, 224, 5713:429 (Feb. 25), 1933. 
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Potent Arguments Against Social- 
ized Medicine—An effective, con- 
vincing presentation of the arguments 
against the proposals of the Committee 
on Costs of Medical Care, avoiding all 
the invective and billingsgate that have 
marred so much of the discussion by the 
opponents of the majority schemes. It 
should be read critically and conscien- 
tiously by all health workers. 

ScnwiTatta, A. M. Basic Considerations 
in Minority Report of Committee on Costs 
of Medical Care. J.A.M.A. 100, 12:863 
(Mar. 25), 1933. 
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Heattu OrcanizatTion. Enquiry into the 
Quinine Requirements of Malarial Coun- 
tries and the World Prevalence of Malaria. 
League of Nations. Boston: World Peace 
Foundation, 1932. 89 pp. Price, $.75. 

AMERICAN AND CANADIAN Hosprrats. Edited 
by James Clark Fifield. Minneapolis: 
Midwest Publishers Company, 1933. 
1560 pp. Price, $10.00. 

Tue Costs or Mepicat Care. By I. S. Falk, 
C. Rufus Rorem and Martha D. Ring. 
Chicago: University of Chicago Press, 1933. 
623 pp. Price, $4.00. 

Tur Inctpence or ILLNEss AND THE RECEIPT 
AND Costs oF MepIcat CARE AMONG REPRE- 
SENTATIVE Famuities. By I. S. Falk, Mar- 
garet C. Klem, and Nathan Sinai. Chicago: 
University of Chicago Press, 1933. 327 pp. 
Price, $3.00. 


Tue Asitiry To Pay ror Mepicat Care. 
By Louis S. Reed. Chicago: University of 
Chicago Press, 1933. 107 pp. Price, $2.00. 

Meopicat Briorocy. By William B. Sharp. Gal- 
veston: Author, 1933. 443 pp. Price, $4.50. 

IMPROVISED EQUIPMENT IN THE HoMeE Care 
or THE Sick. 2d ed. By Lyla M. Olson. 
Philadelphia: Saunders, 1933. 197 pp. 
Price, $1.25. 

Tue Rise or PREVENTIVE MEDICINE. 
George Newman. New York: 
Press, 1932. 270 pp. Price, $3.00. 

Tue Gms’ Camp. By Abbie Graham. New 
York: Womans Press, 1933. 146 pp. 
Price, $1.50. 

AmeERICAN Rep Cross First Arp Text-Boox. 
Philadelphia: Blakiston, 1933. 237 pp 
Price, $.60 Paper and $1.00 Cloth. 
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NEWS FROM THE FIELD 


SUMMER SCHOOL COURSES IN PUBLIC HEALTH 


While the following list dees not show all universities and technical 
schools offering summer courses in public health, it represents those who 
have replied to a questionnaire sent out by the American Public Health 


Association. 


imerican National Red Cross 
Courses in Teacher Training for 
Home Hygiene Instructors: 

University of California, Los Angeles, 
Calif—June 28-August 9 

Colorado Agricultural College, Fort Collins, 
Colo.—July 10-August 19 

Pennsylvania State College, State College, 
Pa—July 3—-August 11 

Syracuse University, Syracuse, N. Y.— 
July 5—August 12 


The National Society for the Prevention 
of Blindness 
Courses to prepare teachers for the 
education of children with seri- 
ously defective vision: 
University College, University of Chicago, 
Chicago, Ill—June 26—-August 1 
leachers College, Columbia University, New 
York, N. Y—July 10-August 18 
Western Reserve University, Cleveland, 
O—June 19-July 28 


University of California, Berkeley, 
Calif. 
June 26—August 4 
Elementary Epidemiology 
Elementary Public Health 
Management of the Hospital Unit 
Supervision in Hospitals and Schools of 
Nursing 


University of Chicago, Chicago, Ill. 
June 19-August 25 
First Term: June 19—-July 21 
Second Term: July 24—August 25 
leaching the Principles and Practices of 
Nursing 
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Supervision in Schools of Nursing 

Ward Management and Teaching 

General Bacteriology 

Advanced Bacteriology, Parasitology, and 
Public Health 

Special Public Health Problems 

Preventive Medicine and Immunology 

Introduction to Nutrition 

Nutrition 

Clinical Nutrition 

Seminar in Food and Nutrition 

Child Care 

Child Development and Training 


Columbia University—DeLamar Insti- 


tute of Public Health, College of 
Physicians and Surgeons, New 
York, N. Y. 
June 12-30 
School Health Supervision—Medical In- 
spection, Mental Hygiene, and Physical 
Education 
Teachers College, New York, N. Y. 
July 10-August 18 
Administration of Health Work in Schools 
Child Hygiene 
Health Education in Elementary Schools 
Health Problems in the Teaching of Fresh 
Air Classes 
Home and Community Hygiene 
Methods of Teaching Lip-Reading 
Nutrition and Health 
Personal Hygiene 
Principles of Public Health Nursing 
Public Health Administration 
Safety Education 
School Nursing 
Sight Saving Classes 
Supervision in Public Health Nursing 
Supervision of Health Education 
Survey of Public Health Nursing 
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Health Education in Nursing Schools 

Health Care of Children 

Principles of Health Education 

Health Examination 

Tests and Measurements 
Physical Education 

Administration of Health Education in 
Public Schools 

Administration of Health and Physical Edu- 
cation in Teacher Training Institutions 


in Health and 


Cornell University, Ithaca, N. Y. 
July 10—August 18 


Gymnastics and Dancing 

Health Superyision of School Children 

Hygiene of the School Child and Adoles- 
cent 

Measurements of School Children 

Physical Education 

Principles of Health Education 


Duke University, Durham, N. C. 

June 9—July 20, 21—August 31 
Materials and Methods in Health Education 
Materials and Methods of Physical Educa- 

tion 
Personal and School Hygiene 


University of Georgia, Athens, Ga. 

June 13—August 13. 

Child Care and Training 

Child Study and Parent Education 

Diagnosis and Treatment of Exceptional 
Children 

Educational and Mental Hygiene 

Physiology and Health 

Principles of Health and Recreation 

The Age of Adolescence 

The Age of Childhood 

Nursing School Rural Sociology 


University of Hawaii, Honolulu, T. H. 
June 26-August 4 


Principles of Health Education and School 
Hygiene 


University of Illinois, Urbana, Il. 

June 19—August 12 

Physical Education 

School Program of Physical Education 

Training Theory 

Health Education and 
nastics 

Physical Education 
mentary Schools 

Mental Hygiene in the School 

Methods of Teaching Health 

Mass Physical Activities 


Corrective Gym- 


Program for Ele- 
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Johns Hopkins University, Baltimore 
Md. 


June 26—August 5 


Subject Matter of Health Education— 
Personal Hygiene 

Subject Matter of Health Education— 
Public Hygiene 


Massachusetts Institute of Technology, 
Cambridge, Mass. 


Bacteriology—July 5—August 11 
Health Education Methods—July 5-25 


Michigan State College, East Lansing, 
Mich. 
June 19-July 28 


Bacteriology 

Health Education Matters 
Hygiene 

Medical Biology 
Pathology 

Physiology 


University of Michigan, Ann Arbor, 
Mich. 


June 26—August 4 


General Hygiene and Public Health 

The Mental Hygiene of Adolescence 

Child Hygiene 

School Health Problems 

Methods and Materials in Health Teaching 

Principles of Public Health Nursing 

Administration and Organization of Public 
Health Nursing 

Applied Nutrition 

Applied Hygiene and Public Health 

Public Health Statistics 

Public Health Law and Administration 

Rural Hygiene 

Industrial Hygiene 

Race Hygiene 

Epidemiology and Communicable Diseases 

Public Health Laboratory Methods 

Public Health Institute 


University of Minnesota, Minneapolis, 
Minn. 
June 19-July 29 
Public Health 


University of Missouri, Columbia, Mo. 
June 12—August 4 
Nursing 
Physical Education 
School Hygiene 
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University of New Mexico, Albu- Washington University, St. Louis, Mo. 


querque, N. M. June 16—July 28 
June 5—July 29 Sociology and Social Work 
icational Hygiene Education 
Family Health 
\-w York University, New York, N. Y. Psychology 
Nursing 
July q August 16 Public Speaking 
iching for Health Principles of Public Health Nursing 


ild Hygiene 
iministration and Supervision of the University of Washington, Seattle, 


Health-Education Program Wash. 
ith rs “hildre 
ith and Growth of School Children June 14-July 21 (First Term) 
‘eers University, New Brunswick, July 24-August 24 (Second Term) 
N. J. Advanced Nutrition 
Bacteriology 
June 26-August 4 Physical Education Methods 
st Aid Principles of Physical Education 
ventive Medicine Introduction to Public Health Nursing 
blic Health Principles of Public Health Nursing 
‘anford University, Stanford Univer- Supervision in Physical Education 
sity, Calif. Principles in Health Education 
June 23—September 3 Organization and Administration of Physi- 


vsical Education and Hygiene 
University of West Virginia, Morgan- 


racuse University, Syracuse, N. Y. town. W. Va. 
July 5—August 11 June 12-July 21 
Public Health Nursing . Playground and Community Recreation 
Methods In Teaching Home Hygiene Public School Health 7 
Courses Principles of Physical Education 


Vassar College, Poughkeepsie, N. Y. Problems in Physical Education 
June 28-August 9 Western Reserve University, Cleveland, 
O. 
June 19—July 28 


Theory and Practice of Nutrition 


Institute of Euthenics 
hild Psychology 
\dolescent Psychology 
Course for Nursery School Teachers Foods 
Mental Hygiene Personal Hygiene 
Physiology and Nutrition The Teacher’s Relation to the Community 
Household Technology Public Health Nursing 
Food Selection, Preparation, and Service Health Education for the Elementary 
oblems of the Modern Family School 
Parent Education Leadership Dietetics 
University of Wisconsin, Madison, Wis. 


University of Virginia, University, Va. 
June 26—August 4 


June 20-July 30 (First Term) 


August 1-September 3 (Second Bacteriology 
T First Aid to the Injured 
erm) Supervision and Administration of School 
Biochemistry Health 
Hygiene and Sanitation Tests and Measurements in Physical Edu- 
Physical Education cation 


sex Character Education Health Education in Schools 


544 


GERMS NOT KILLED BY LIQUID HELIUM 


XTREMELY low _ temperatures, 
approaching those believed to 
exist in interstellar space, failed to kill 
bacteria in tests at the University of 
Toronto. Germs frozen for weeks in 
liquid helium, at a temperature of about 
450 degree below zero Fahrenheit, 
proved to be alive and able to multiply 
as though nothing had happened to 
them, as soon as they were thawed out. 
These results are taken as indicating 
at least the possibility of the lower 
forms of life migrating through space, 
perhaps attached to bits of dust. They 
are of more immediate practical value 
as demonstrations of the fact that 
though cold will preserve foodstuffs it 
will not kill the germs of decay that 
lurk on them. 

The experiments were performed by 
Dr. J. O. Wilhelm, physicist, Dr. H. 
Wastenays, biochemist, and Dr. W. L. 
Holman, bacteriologist.—Science News 
Letter, Feb. 11, 1933. 


HOOKWORM SURVEY 


HE examinations in 8 counties in 

Mississippi have been completed 
in a hookworm survey carried on by 
the Mississippi State Board of Health 
in cooperation with the department of 
preventive medicine of the Vanderbilt 
University School of Medicine, and the 
International Health Division of the 
Rockefeller Foundation. The survey 
was begun September 1, 1932. Twenty 
per cent of the 8,363 specimens ex- 
amined showed the presence of hook- 
worm ova. Of those found positive, 
there was an average of 135 worms per 
person. Thus far, the results of the 
survey indicate that intensive parasites 
are a problem of only the white race, 
the report stated. Negroes showed less 
than 2 per cent positive for hookworm 
ova.—J.A.M.A., Mar. 11, 1933, p. 748. 
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PERSONALS 

Dr. E_prep V. THIEHOFF, a member 
of the A.P.H.A., has been appointed 
Acting Director of the Cleveland 
Child Health Association in the ab- 
sence of Dr. Richard A. Bolt, who 
has been granted an award by the 
Oberlaender Trust for a year’s study 
abroad. Dr. Thiehoff was formerly 
Chief of the Child Hygiene Service 
of the Akron City Health Depart- 
ment. 

Dr. R. E. Dyer, of the U.S.P.HS., 
was chosen by the Association of 
Military Surgeons of the United 
States to deliver the lecture at the 
Kober Day celebration in Washing- 
ton, March 28. His subject was 
“Typhus and Rocky Mountain 
Spotted Fever.” 

Dr. Dantet M. Braptey, of Waycross, 
Ga., has been elected Commissioner 
of Health of Ware County. 

Dr. Wess Conn, of Brunswick, Ga., 
has been elected Health Commis- 
sioner of Glynn County. 

Dr. James ANGus Douwtt, F.A.P.H.A., 
of the Western Reserve University 
School of Medicine, Cleveland, sailed 
March 25 for the Philippine Islands 
to organize an epidemiologic study 
for the eradication of leprosy. 

Dr. Samuet McC. Hamict, of Phila- 
delphia, member A.P.H.A., has been 
appointed by Governor Pinchot to 
the office of Chairman of the Penn- 
sylvania Emergency Child Health 
Committee to supplement the work 
of relief organizations, with special 
emphasis on nutrition. 

Dr. CHartes A. NEAFIE, member 
A.P.H.A., of Pontiac, Mich., has been 
appointed associate director of health 
of the State of Maine. Dr. Hubert 
M. Heitsch, F.A.P.H.A., succeeds 
Dr. Neafie as director of the Pontiac 
Health Department, it is reported. 
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News FROM THE FIELD 


De. Evcene P. second deputy 
uperintendent of health of Provi- 
dence, R. I., has announced his 
etirement. Dr. King has been con- 
nected with the department for over 
10 years. 

Dre. W. T. Hensuaw, F.A.P.H.A., of 
Charleston, has resigned as State 
Health Commissioner of West Vir- 

De. Daviw Littiteyoun, F.A.P.H.A., 
of Charleston, has been appointed as 
\cting Health Commissioner of West 
Virginia, in place of Dr. W. T. 
Henshaw, resigned. 

Dr. C. McResr, for years head 
of the Morgan County Health Unit, 
has been appointed Health Officer 
of Lee County, with headquarters at 
Opelika, Ala. 

Dr. Georce L. THompson, of Owens- 
boro, Ky., member A.P.H.A., has 
resigned as Health Director of 
Daviess County and is now Health 
Officer of McLean County. Dr. 
Lawrence Hubert Medley was elected 
to succeed him in Daviess County. 

Dr. Grorce HerBerRT RAMSEY, 
F.A.P.H.A., of the Johns Hopkins 
School of Hygiene and Public Health, 
Baltimore, has been appointed Direc- 
tor of the Division of Communicable 
Diseases of the New York State 
Department of Health. 

Dr. Harotp Jackson Davis, member 
\.P.H.A., Epidemiologist of the New 
York State Department of Health, 
has been appointed director of medi- 
cal care for the Temporary Emer- 
gency Relief Association. 

Dr. CHartes N. DeEntson, member 
\.P.H.A., has been appointed Health 
Officer of New Hartford, Conn., suc- 
ceeding Dr. John R. Lee. Dr. 
Wilbur J. Moore succeeds Dr. Deni- 
son as Health Officer of Cheshire. 

Ur. James W. Bass, of Dallas, mem- 
ber A.P.H.A., was elected president of 


the Texas Public Health Association 
at the recent meeting in Dallas. 

Dr. THeEoporeE Snypp, of Auburn, 
Calif.. succeeds Dr. David M. 
Kindopp as Health Officer of Placer 
County, Calif. 

Dr. CHartes C. Dusors, formerly 
Health Officer of Warsaw, Ind., was 
elected Mayor recently. 

Dr. W. McFartanp, member 
A.P.H.A., has been appointed Direc- 
tor of Health of Pittsburgh, to suc- 
ceed the late Dr. Charles B. Maits, 
F.A.P.H.A. 

Dr. THomas C. Lyncu, of Wichita 
Falls, was recently appointed Health 
Officer of Wichita County, Tex. 

Dr. Watter L. Brerinc, of Des 
Moines, Ia., has been appointed State 
Health Commissioner of Iowa, effec- 
tive July 1. 


DEATHS 

CLARENCE A. SHore, M.D., F.A.P.H.A., 
of Raleigh, N. C., died on February 
10, 1933. For 25 years Dr. Shore 
was Director of the Division of 
Laboratories of the North Carolina 
State Board of Health. He was a 
native of Winston-Salem, N. C., and 
a graduate of the University of North 
Carolina. He received his medical 
degree from Hopkins in 1907. He 
built a first-class laboratory, which 
has rendered invaluable service to the 
people of his state. In 1929 he was 
awarded the Doctor of Science de- 
gree from the State University as a 
recognition of his important service 
in the scientific 


promotion of 
progress. He has been a member of 
the A.P.H.A. since 1909, and a 
Fellow since 1923. 

Dr. Cuartes O. Prosst, of Columbus, 
Ohio, superintendent of the Franklin 


County Tuberculosis Sanatorium, 
died on April 2, at the age of 75. He 
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was secretary of the American Public 
Health Association for more than 10 
years, and was also a former presi- 
dent of the Association. He became 

a member of the A.P.H.A. in 1886 

and a Fellow in 1926, 

ReNE VALLERY-Rapor died on January 
24, 1933, at the Hospital of the 
Pasteur Institute. He was the Presi- 
dent of the Council of Administra- 
ton of the Pasteur Institute of Paris. 
He is best known to us as a historian 

He was 

having 


and biographer of Pasteur. 
the Pasteur, 
married his daughter, Marie-Louise. 
Apart from his biography, he had a 
having 


son-in-law of 


high reputation as a writer, 
had special training from his father 
in this He had 
place for himself as a diplomat. 

l’Inst. Pasteur, Feb., 1933. 
C. Havens, Director of Labora- 
the Alabama State Health 
Department since 1921, died after a 
heart attack at his home on March 
19, 1933. He was born at Lebanon, 
N. H., in 1891. He studied at the 
University of Colorado and Harvard 
University and was Assistant Pro- 


line. also made a 


inn. de 


Dr. L. 


tories of 


fessor of Immunology in the School 
of Hygiene at Johns Hopkins Uni- 
versity before coming to Alabama. 
Dr. Havens has been a member since 
1920 and a very active Fellow of the 
Laboratory Section of the A.P.H.A. 
since 1931; and has presented papers 
at our meetings dealing with methods 
of isolating typhoid bacilli, a subject 
in which was an outstanding 
authority. At the time of his death 
he was a member of the Committee 
Standard Methods. 


he 


on 
James R. McCurntock of the firm of 
Fuller & McClintock, died on April 
11, of a heart attack following an 
illness of several weeks with influenza 
and bronchitis. He was educated at 
the University of Rochester and the 


oF Pusitic HEALTH 


Massachusetts Institute of Tech. 
nology from which he was graduated 
in 1906. His entire professional 
was spent with Hering & 
Fuller, the firm of George W: Fuller 
and the firm of Fuller & McClintock 
which was organized in 1916. Mr, 
McClintock was a member of the 
American Society of Civil Engineers, 
American Mechanical 
Engineers, Institute of 
Consulting Engineers, American 
Water Works Association, and the 
American Public Health Association, 


career 


Society of 
American 


CONFERENCES 

April 29—May 6, National Boys’ Week. 

May 1—May Day—Child Health Day 

May 29-31, Western Branch, A.P.H.A,, 
Pasadena, Calif. 

June 5—6, State and Provincial Health 
Authorities of North America, Wash- 
ington, D. C. 

June 5—6, State and Territorial Health 
Officers Conference, Washington, 
D. C. 

June 11-17, National Conference of 
Social Work, Detroit, Mich. 

June 12-17, American Medical Associa- 
tion, Milwaukee, Wis. 

June 20-24, Seventh Health Education 
Conference, Ann Arbor, Mich. 

June 26-30, National Tuberculosis 
Association, Toronto, Canada. 

June 26-30, Annual Meeting of the 
American Home Economics Associa- 
tion, Milwaukee, Wis. 

June 27—July 1, Convention of the As- 
sociation for Childhood Education 

Denver, Colo. 


June 28—July 3, International Hospital 
Congress, Knocke-sur-Mer, Belgium 
July 1-7, 


National Education Associa 


tion, Chicago. 
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